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The presence of so many neglected cases of foot deformities in the clinics, 
hospitals and orthopedists’ offices has impelled me to choose for my subject Talipes. 

We have the cases divided into the congenital and the acquired. In both 
instances we find neglect and the results of it. If 1 can impress on you the import- 
ance of early and proper treatment for these cases, I shall feel amply repaid. | 
do not expect to enter_into_the pathologyjor theffiner details of the treatment at 
any great length. 

First I wish to say that all cases of club-foot are curable. Many methods of 
treatment are employed, each in the hands of an expert giving good results 

Let us take up first the congenital cases, as it is in these cases particularly 
that the evidences of neglect are the most glaring. So many children are permitted 
to begin walking on untreated or ineffectively treated club-feet that | have searched 
for the cause. 

The answer lies, I am sure, in that unpleasant word, neglect. No one would 
deign to accuse this great body of ignorance, yet it is the ignorance of parents 
who are our clients that is the cause of these cases. 

I ask you, Are we not, as physicians, responsible for the ignorance or enlighten- 
ment of our clientele? ‘The shes who confines a mother of a club-footed child 
has been guilty of gross neglect if he fails to acquaint the parents with certain well 
known facts, viz: 1. That the condition is curable. 2. That it should by all 
means be corrected before the child walks. 3. That a cutting operation is not 
required except in very rare instances. 4. That the child does not require an 
anesthetic. 

The general principles of treatment are’ over-correction of the deformity and 
retention of the parts by plaster or an appliance for a period of months until the 
child walks on the foot in the over-corrected position. 

In choosing a method we must be guided in a large manner by the accessibility 
of the patients to the surgeon. I am convinced that the gradual reduction method 
with a series of plaster casts is the ideal treatment for the vast majority of con- 

enital cases. ‘The control of the treatment is entirely in the hands of the surgeon. 
n the use of braces this is not true as a great many well meaning individuals 
cannot overcome the temptation to meddle. The gradual reduction method can 
be carried out without an anesthetic, it causes very little pain to the child, and of 
all methods it gives the greatest percentage of perfect results. The perfect result 
depending almost entirely on a sufficient over-correction. 


"Read in Section on Surgery and Gynecology, Annual Meeting, Oklahoma City, May, 1920. 
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The times of treatment in congenital cases is a question on which there should 
be no divergence of opinion. All will agree that it should be before the child 
walks. The advantages of early treatment are that the deformity is readily cor- 
rected, that the bones have not become misshapen by their faulty position and the 
correction can be made without unnecessary pain to the patient. 


While most of us do not agree with the senior Sayre who said: “I will concede 
to the doctor who delivers a club-footed baby the right to deliver the woman 
before he begins treatment of the deformity, but under no condition should he 
leave the house until he has begun the treatment of the deformed foot.” 


The ideal time | am sure is when the baby is three months old; four or hive 
casts a month a part, properly applied will serve to correct any case and the wearing 
of an aluminum shoe equipped with an upright attached to a leg band will serve 
to hold the foot in the over-corrected position until the child walks, when in a 
month the cure will be complete. 

Tenotomy, if required, should not be performed until the correction of the 
other deformities is completed. In other words, in compound deformities of the 
foot the equinus should be corrected last. 

In the neglected cases, that is, congenital cases that have been walking with 
the foot in its faulty position, the correction is more complicated. In many of these 
cases the operation of choice is the one of rapid correction, manually if possible, 
and with wrenches when not possible with the hands. These cases of course 
require an anesthetic. It is much better to make a two- or three-stage operation 
in the older cases than to severely traumatise the tissues by trying to accomplish 
the over-correction at one sitting. The foot over-corrected is put up in plaster 
of paris and the patient permitted to walk on it as soon as he feels like it, which is 
usually only a week or less. In cases where the tendo achilles has been severed, 
walking should not be permitted for a period of four weeks. 

According to some authorities club-foot cases up to ten vears of age can all 
be corrected without removal of bone. That is, they can be corrected by wrench- 
ing and plaster casts. It is a well established fact that the man who does cuneiform 
osteotomies on children under five years of age is doing the patient a great injustice. 
While he may possibly succeed in getting a straight foot, it will not be functionally 
perfect, as it will be under the manual correction method. 

I wish to state that congenital club-foot cases are being submitted to cuneiform 
osteotomy in our own state before the child has walked. I mention this only to 
condemn it as malpractice of the worst kind. It is unnecessary and does not give 
the best results and yet men who are specializing in surgery are guilty of it. 

The acquired cases present a different aspect. The majority are caused by 
paralysis and of these fully ninety-eight per cent are due to polio myelitis. The 
remaining two per cent are about equally divided between injury and osteomyelitis. 


In the poliomyelitis cases the importance of prevention of deformity is at once 
apparent. Still many cases are permitted to go on uncared for and to become 
unnecessarily distorted. Why is it that these unsightly deformities are not 
cared for early? Again the unpleasant words—ignorance and _ neglect. 
If these cases were properly treated from their incipiency the results would 
be much better. We all know the importance of keeping limbs straight. Let 
us apply that knowledge and at least be fair to our little patients and let them 
have the main chance as they are already terribly handicapped. 

The wearing of braces and appliances by the poliomyelitis cases will keep the 
limb straight and do more than all the medicine or electricity in the world to 
assist in the development of the crippled muscles. It is now a very well estab- 
lished fact that regeneration in poliomyelitis cases is completed in three years. 
Formerly, that is prior to 1916, it was generally believed that regeneration con- 
tinued for even as long as five or six years. This fact then determines the time 
of election for operative treatment of the poliomyelitis cases. One would be very 
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wrong to operate before the period of regeneration had passed, for the reason that 
it is impossible to correctly plan an operation until we know just how much mus- 
cular imbalance we have. 

On the other hand, it is wrong to delay reconstructive measures beyond the 
period when regeneration has ceased. 

The proper handling of poliomyelitis cases, in short, consists of prevention of 
deformity by the use of braces and other appliances with the general health care- 
fully looked after for a period of three years when in the vast majority of cases 
regeneration has ceased. Then we come to the operative stage. In this held 
there are many operations, some good, some not so good. In a general way the 
operation of choice is the one which promises the most stable foot. It matters not 
whether it be a simple tendon transplant or one involving extensive bone removal. 
We should always choose the procedure that promises the most stability and the 
nearest approach to the normal foot. 

Practically all poliomyelitis cases can be made to walk very creditably by 
operative procedures. In the case of the flat foot, a very common deformity, the in- 
troduction by Doctor Whitman of astragolectomy and the orthodesis operation 
of Jones have greatly improved previous methods. Either give a good foot. 

If we will make it our business to be personally responsible for the deformed 
foot cases in our own practice, to see that they are early and properly treated, a 
large part of our problem will be solved. 

DISCUSSION. 

Dr. W. K. West, Oklahoma City: I differ in my treatment of club-feet, 
especially from that stated by the essayist. I will outline that treatment and try 
to tell you why. He pointed out that he waited three months and then with an 
application of four or five plaster casts he attempted to correct, one month apart, 
the deformity. I believe there is a tendency all over the country to begin earlier 
and change the cast more frequently. 

I recently attended the clinic of Dr. Ginsden in Milwaukee, who begins his 
treatment in case he gets the child a week after birth, changes the cast every five 
days until the deformity is corrected. That may be a year, he says. His method 
is to coat the foot with varnish, and then just put on a roll of cotton bandage, long 
sheet wadding, and correct it the best he can with no pain, no stretching. ‘Then, 
he gradually changes that every five days until it is corrected. In this way, by 
using the varnish to make the cotton stick to the leg, he does not have to put it 
above the knee. Therefore, he can begin his treatment real early. One of the 
objections to putting the cast on high up is on account of the child soiling the cast, 
and the chafing of the skin that follows. | have not adopted the method of using 
the varnish yet. I do not believe it is entirely necessary if you change the cast 
every five to six or seven days. I believe if you change it every week on the same 
day—which I do, because the mother can easily remember it that way, you do 
not have to run the cast except from the top of the toes to below the knee. They 
, s of cases where the old authors advised placing the cast above the knee, and 
those cases they expected to leave on five, six or eight weeks. That was the old 
treatment. 

Just one word in regard to the way we should accept the teachings of the great 
men on this subject. That is, we have the old school of Ward D. Spurgeon, who 
believes the whole deformity should be treated as far as possible with splints and 
braces. We have the other school that believe that operative technic will shorten 
the time of recovery. Then, what will we do in that case when we read on one hand 
of a man like Dr. John Redlong, who says it all should be corrected with braces, 
and of a man, for example Albee, who is a great believer in operations. 1| think 
that both classes, or men of all those classes are very sincere in what they teach, 
but I believe that the great trouble in this connection is this, that if John Redlong 
can correct cases with braces and casts best, and Dr. Albee can correct his cases 
best with operation, we should choose the method which we are better suited to do. 
You know there are men who are better with operations and that there are men who 
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are better with splints and casts. Then, with the patient in your hands, it is up 
to you to decide which you are best at, which will give the best results. 

I want to emphasize one point that was brought out to me especially by Dr. 
Orr, editor of The Orthopedics Journal recently, in advising against the practice 
of the general practitioner in case he does not know as to a correct procedure in 
curing these cripples, not to tell them that nothing can be done for them. 


Dr. Earl D. McBride, Oklahoma City: I think one of the most shameful 
shadows upon the physicians of America today is the neglected cases of crippled 
children and crippled individuals that are in our state and in our communities, 
This was well brought out by the essayist and I simply want to express my grat- 
itude to the essayist for the tribute he has paid to those who take care of such 
cases, and for the work that is being put on by some of our greater men trying 
to correct the idea that nothing could be done for such cases. 

I agree with Dr. West that early treatment should be given congenital club- 
feet. | start in as early as three weeks, three or four weeks, to correct the congenital 
club-foot. I disagree with the essayist that it can be corrected in three or four 
applications. This is another case of where many cripples result from inefficient 
treatment, because it is generally thought that only a few applications of cor- 
rective plasters will cure the congenital club-foot, and hence they are not followed 
up by the proper brace treatment. After four or five years the child walks about 
with a partially corrected foot, and we find that the patient believes that is all 
that could be done; whereas, if the patient had been treated with a brace long 
enough in an over-corrected position, that foot would be entirely corrected and as 
straight as any normal foot. We can apply the same principle as was brought out 
in the preceding essay regarding follow-up treatment and care of our patients 
surgically after the condition has been treated in these cases. 

I just want to mention a few other things regarding braces. Gentlemen, we 
have several brace makers in this state. I would not throw any shadow upon the 
efficiency of any individual in his absence, but I want to say to you that there are 
hundreds of braces put on children that are absolutely worthless, and worse than 
if they had been left off entirely. 1 can mention one example. In many instances 
the brace for club-foot is put on the outside of the shoe with a steel belt underneath. 
Now the average physician who does not make a special study of braces and of con- 
genital deformity in orthopedic cases will feel that the brace maker knows what he 
is doing when he makes the brace, so he takes his method of making a brace and 
accepts it. Now, if you wrote a prescription and the druggist filled it like the 
average brace maker will fill your prescription for a brace, there would be a lot of 
dead patients around before long. So many people think their children are getting 
efficient treatment, when as a matter of fact they are being more crippled than ever 
with inefficient braces. The construction of braces is as important as the filling 
of a prescription, and the prescription for a brace should be written with an eye 
to mechanical principles which are absolutely correct mechanically and surgically. 

Another thing I want to emphasize is this; as to surgical treatment for infantile 
paralysis deformity. ‘There are too many cases operated before the entire amount 
of regeneration occurs. This has been brought out by the essayist also, that it 
is about three to four years. Bones and muscles in a child following infantile 
paralysis when the child has become deformed should not be cut until an allow- 
ance has been made for full regeneration, and this is something that is not 
always thought of. We see the foot deformed, perhaps, in infantile paralysis. 

The foot will be turned in, the peroneal muscles will be paralyzed, the tibialis 
anticus and the posticus are also involved. As one man said awhile ago, the tendons 
of the foot will become straight; the foot will become straight if you give the patient 
a little opportunity to straighten the foot by manipulation. Perhaps the most 
that will be required will be patience. By the way, | want to mention another 
thing. Too many braces are put on the foot to cure the deformity. This is 
absolutely a mistake. 

The Chairman: I would like to take a few minutes to discuss this myself. 
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as to the time of treatment of these congenital cases. I think there is a happy 
medium, and I agree with the essayist in the early treatment; but what constitutes 
early treatment? I do not think it is necessary in the treatment of these con- 
genital cases to begin with the application of plaster casts within the first few 
weeks. I do feel that these feet can be manipulated. An intelligent nurse can 
be instructed in a manipulation of these cases in the early weeks after birth so that 
if the time comes when you find it necessary to put on a restraining plaster cast 
you can put this foot up in an over-corrected position at the first application of 
your plaster. An intelligent mother can be instructed in the manipulation of 
these feet, even to the extent of stretching the posterior tendons so you can keep 
the little foot in the proper position. 

Another thing, in the early treatment of infantile paralysis cases, when is the 
time to begin treatment? | take the position that the proper and correct time is 
when the child is suffering from the infantile parslysis, or the acute attack. ‘That is 
the time that a competent orthopedic surgeon should be called in to assist the 
general practitioner. He has made the diagnosis of infantile paralysis, and he 
knows that sooner or later some of these muscles are going to show evidence of 
paralysis. Then is the time he can begin a proper treatment of these cases and 
prevent any deformity that tends to occur. If the deformity has occurred, | do 
not favor those who advocate early operative procedure. | do feel that these cases 
can be treated along for a period, not only of months, but years, by proper applica- 
tion of plaster, and having corrected the deformity by the use of well fitting braces, 
because many of these muscles will regenerate, and in the early history of these 
cases | defy any one to pick out the muscle that will regenerate and the one that 
will not, or even to make a proper selection of the tendon to transfer. 

1 am now treating a case in which it was advised that an immediate 
operation was necessary. This little fellow was horribly deformed, with 
the leg nearly flexed upon the thigh, and the feet altogether turned in, 
and they were advised they should have an immediate operation and transplanta- 
tion. It may be possible that he knew which tendons to transplant. | did not. 
He is now walking on crutches. I expect to continue this line of treatment for a 
period of several years before | undertake any operative treatment in this case. 

The early treatment, I think the earliest possible time to begin in the congenital 
case is the correct time. As to the effective form of operations, | want to plead 
guilty to having done these bone operations in young children; in the light of 
insufhcient knowledge. I do not expect to do them again, because | have learned 
these deformities can be corrected with proper manipulation and by proper ap- 
plication of restraining braces. The bone operations should be deferred until 
the child has reached the age of possibly ten or twelve years. 

Dr. V. M. Gore, closing: Mr. Chairman, I am very grateful for the discussion 
that my paper has elicited, and my only purpose was that we might provoke some 
discussion, and by that encourage earlier treatment, and especially treatment of 
the cases that are now being neglected. 

In operating on congenital club-foot cases, | think a good many men lose 
sight of the fact that the foot is normal except for position, and that if we cut 
out bone tissues, or if we unnecessarily cut fascia or tendons in order to swing the 
foot back to a straight line quickly, we are doing something that is wholly unne- 
cessary, and we are not giving the patient the best chance. Of course the criti- 
cism that probably the treatment should be begun earlier is perhaps true, but 
in view of the fact that so many cases are not being treated at all until they 
have walked, I think if we could get all of them treated, or the treatment begun 
by the time they are three months old we would accomplish a great deal. 

As to the number of casts, of course that was only an approximate estimate as 
suggested in my paper, and the individual case will vary. But the treatment, 
of course, the primary part of it is the over-correction, whether it is two casts that 
over-correct it or twenty, and unless they are over-corrected, unless the child 
walks on it in an over-corrected position, the cure will not be complete. 
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OBSTRUCTION OF BOWEL DUE TO MECKEL’S DIVERTICULUM.* 


Atonzo P. Gearneart, M. D. 


BLACKWELL, OKLAHOMA 


Meckel’s diverticulum, the remains of the omphalomesenteric duct of the fetus, 
is situated usually within the terminal three feet of the ileum, though it may occur 
anywhere on the small bowel. It is found in about two per cent of all bodies, but 
more frequently in the male. It may remain potent in any portion, or may present 
merely as a fibrous band. 

Its importance, surgically, arises partly from the fact that it is usually a blind 
tube which contains ali the coats of the bowel, including lymphoids follicles, and js 
most often lacking a mesentery and an adequate blood supply. This structural 
pecu.iarity predisposes to inflammation as does the appendix. But the chief 
interest lies in the tendency of Meckel’s diverticulum to cause intestinal obstruction 
through kinking or knotting of the intestine, especially if the distal end is fixed, or 
through invagination, or intussusception of itself or of the bowel. 


Halstead estimated that about six per cent of all cases of intestinal obstruction 
are caused by Meckel’s diverticulum. The symptoms of a pathologic Meckel’s 
diverticulum in any case are either inflammatory or obstructive, or both, depending 
on the sequence of events. In the inflammatory cases, differentiation from ap- 
pendicitis should be attempted. This has rarely been possible in the past, but 
with careful study of reported cases, we may become more proficient in the diagnosis 
of this serious condition. 

Dr. J. D. Crozer Griffith stated in the Journal of the American Medical 
Association of May 3, 1914, page 1628, that “the lesion has never been correctly 
diagnosed during life.” On one of our cases here with reported diverticulitis was 
at least an alternative diagnosis. 

In the main, the symptoms of inflammation of a diverticulum are those of 
inflammation of the appendix. Pain and tenderness are present, but it is to be 
noted that the seat of these symptoms is apt to be higher up in the abdomen and 
nearer the navel than in appendicitis. There may be the same history of previous 
milder attacks. Muscle spasm, nausea and vomiting, fever and leukocytosis are 
present in severe cases. Constipation is the rule, but diarrhea is often seen, and 
bloody stools were present in a number of cases thus far reported. Tumor may 
be palpable or dulness on percussion may be found. The symptoms of a paralytic 
ileus may supervene as in acute inflammation of the appendix with localized or 
diffuse peritonitis. Truly the differentiation from appendicitis is difficult, or 
impossible, but there is one consolation; the treatment of both conditions is similar, 
surgical aid being perhaps the more urgent in diverticulitis. 


In cases of intestinal obstruction due to Meckel’s diverticulum, whether as a 
result of strangulation or invagination of a portion of the bowel, we have equal 
difficulty in differentiating this from other forms of intestinal obstruction. A 
study of reported cases, as summed up by Gibson and Hertzler, American Journal 
of Medical Sciences, Sept., 1913, show that obstruction due to diverticulum occurs 
typically in younger individuals and about four times more frequently in males 
than in females. Pain, usually intermittent and collicky, is confined as a rule to 
the region of the navel. Some tenderness is usually present. Rigidity is rare, 
except in late cases complicated with secondary localized peritonitis. Vomiting 
and meteorism are very prominent features. Free fluids may be found in the 
flanks. Bloody passages occur rather frequently in the cases due to invagination 
of the diverticulum or the bowel, as does palpable tumor. The site of the tumor 
is most frequently in the ileocecal region and the right side of the abdomen. Nor- 
mal or subnormal temperature is the rule, unless local peritoneal inflammation 
has followed impairment of the circulation of the bowel, in which case, tenderness 


*Read in Section on Surgery and Gynecology, Annual Meeting, Oklahoma City, May, 1920. 
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and rigidity are present. Hernias of the external openings of the abdomen can 
usually be excluded. The possibility of an incarcerated hernia returned en masse 
should be remembered. Diaphramatic hernia with obstruction can usually be 
detected by careful percussion and a radiographic examination. Other internal 
hernias will need to be considered. Intussusception, apart from Meckel’s divert- 
iculum, usually occurs under two years, and in children whose digestion and 
nutrition is below par. The bloody stools of intussusception due to Meckel’s 
diverticulum are rarely accompanied by tenesmus, while those of dysentery are 
so accompanied. Acute abdominal colic is usually transient in character. De- 
formity of the navel or the history of an umbilical fistula may speak for the pos- 
sibility of a Meckel’s diverticulum as the cause of the obstruction. 

Diverticuli of the sigmoid are not infrequent by any means, and when inflam- 
mations of these finger-like projections take place, we have a condition similar in 
some respects to Meckel’s diverticulitis with the exception that the pain in sigmoid 
diverticulitis is in the left ileac region, rarely produces strangulation and is usually 
a disease of the aged, although it may occur at any age. 

To induce and stimulate investigation of the diagnosis of these grave con- 
ditions (hitherto too often grave in more senses than one) and in hope that this 
brief review may encourage the study and report by others of disease due to 
Meckel’s diverticulum. we present the history of three cases operated upon at the 
Blackwell Hospital during the year of 1915 and 1916. 

Case 1. R. G, school boy, age thirteen years. Previous history gives 
nothing to indicate any abdominal trouble. Had been unusually well, having 
no illness but the usual children’s diseases. On Sept. 10, 1916, while on an auto 
trip with his grandfather, he was seized with severe abdominal pain. Was taken 
to a physician in Ponca City, who gave him a hypodermic of morphin so he could 
return to his home in Blackwell. The grandfather was told to call a doctor as 
soon as he reached home (3:30 p. m.), but the boy being easy as a result of the 
morphin, a physician was not called until 8:30 p. m. He told the grandfather 
that the trouble looked like an appendicitis, and left some infants’ anodyne as 
a placebo. Because the boy did not get the expected relief, another doctor was 
called at 4a. m. At this time, temperature was normal but the pulse rapid; pain 
in abdomen was severe and the facial expression was ashy and tense. He was 
given salts which were at once vomited. As there had been no bowel movement 
since the previous morning, a rectal injection was given but without results. This 
was repeated several times, nothing passing except a little flatus. The pain being 
severe, another hypodermic of morphin and atropin was given. This for a time 
gave him some relief, but the pain and cramps became so severe that the doctor 
was again called at 9 a. m., Sept. 11. 

He told the grandparents that the boy was in a serious condition, that he 
thought he had an obstruction of the bowel, from some cause, possibly an append- 
icitis. He gave another dose of morphin and advised an immediate operation. 

In this particular case the attending physician recognized the gravity of the 
patient on account of the condition of the pulse and meteorism, which existed in 
a large degree. Had the pulse been in better condition and the meteorism less 
marked, in all probability he would have continued the morphin to ease the pain 
and injections to open the bowels, for several hours longer, and the patient would 
have died on his hands before 12 o’clock the following might. Opium is a great 
boon to humanity, perhaps the best which medicine has given to man, but we 
must remember that it disguises the symptoms and leads fond parents and friends 
to build false hopes of early recovery only to be shattered and torn when the true 
condition is ascertained, and it is then too late for operative measures to avail. 
| feel assured that six hours more of delay would have rendered the case hopeless. 
Without intention of being dogmatic or dictatorial, | would recommend the general 
practitioner, who almost invariably has the first call in these cases, to follow the 
course of this physician reported in this particular case, in so far as morphin to 
relieve pain and spasmodic condition and injections to relieve bowels, but he is 
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allowing his patient to sink into a very perilous condition if he persists in this 
treatment too long. Of course no arbitrary length of time may be fixed as safe, 
but I would suggest that four or five hours continuous pains and cramps are most 
generally caused by grave conditions demanding operative interferences. 


I saw this patient about 10 a. m., and an examination revealed the following: 


Temperature 97 2-5, pulse 140. He appeared seriously ill, had a worried, 
anxious look, and continually wanted to have a passage but without results. As 
he lay in bed he kept his legs flexed at right angles and could not stay in one position, 
Tongue had a brown coat, peristalsis was active, abdomen rather full and marked 
board-like rigidity over the entire surface. During intermissions of pain a tumor 
about as large as two fists could be felt just below the umbilicus which extended 
over to the nght side. A diagnosis of obstruction of the bowel was made, the cause 
being either an intussusception or an appendicitis. Operation was advised and 
patient was at once removed to the hospital. 

Operation began at 2.40 p.m. The pulse at this time was 120, temperature 
97 6-10. Pulse was slower than it had been, possibly as a result of the morphin. 
Abdomen was opened below and an inch to the right of the umbilicus. When 
incision was made, a great quantity of dark fluid escaped, which was mixed with 
a lot of flakes or fibrin. As the opening was enlarged a coil of black gut which 
was greatly distended, appeared and when the whole amount had been delivered 
it stood out like an inflated bicycle tube. On examination, it was found that the 
part of the tube remaining in the abdomen was fixed at the ileocecal junction. 
On further examination, it was found that a projection from the ileum was adherent 
around the gut at this point. This was separated and delivered and proved to be 
a Meckel’s diverticulum about four inches long and an inch at its base, located 
on the ileum apparently two feet above the ileocecal junction. A distinct depres- 
sion or groove was seen about the ileum at the ileocecal junction, where the divert- 
iculum had been attached, and the gut was black from this point up to above the 
attachment of the diverticulum. All the mesenteric vessels supplying this portion 
of the intestine was thrombotic, making the removal of about two and a half feet 
of gut necessary. ‘The intestine was resected, the opening in the colon and ileum 
closed and a lateral anastomosis made between the lower end of the ileum and the 
colon about three inches above the ileocecal opening. The appendix was not 
involved but was removed, and the abdomen closed without drainage. Patient 
left the table at 4:00 p. m., with a pulse of 160, and for about the next five days 
the outcome looked grave. Chart shows that the pulse varied from 120 to 138 
during the first twenty-four hours. A saline solution by proctoclysis was given 
during most of this time. At 10:15 p. m. he had 1-12 morphin with hyoscine, and 
the same amount was repeated at 1:45 and 5:20a.m.__Pituitrin was also given three 
times during the first twenty-four hours. Bowels moved several times during this 
period and considerable flatus was expelled. During the second twenty-four 
hours, his condition remained about the same with one hypodermic of 1-8 morphin 
and 150 of atropin. The third day his condition was so unfavorable that little 
hope was entertained for his recovery. He seemed to be in a state of collapse. 
During this time we gave him about one and one-half pints of salt solution sub- 
cutaneously and our records show that in a few hours after this his condition be- 
came better. His pulse steadily improved and his recovery from this time on was 
marked by only one bad feature, a rather extensive infection of the incision which 
left him with a large ventral hernia. 

This hernia was repaired June 4, 1917. The anastomosis between the ileum 
and ascending colon was found in good condition, and has so remained to this time. 

Case 2. Mary Thelma, three years of age, was admitted to the Blackwell 
Hospital, December 31, 1915, at 9:30 p. m. Family and past history negative 
except that the child had always been delicate. Present illness began the day 
before, December 30th, at 4:00 o’clock p. m., when she was suddenly taken wit 
severe vomiting and pain, which gradually increased in severity until she would 
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double up and scream. The mother thought the pain seemed to be in the middle 
of the abdomen. 

Dr. F. B. May, of Hunnewell, Kansas, was called and repeated attempts were 
made to move the bowels by rectal injections but to no avail. The doctor said 
the abdomen was moderately distended, very sensitive to pressure and during in- 
tervals of pain he was sure he could feel a mass about the size of an egg below the 
navel. All symptoms increased in severity, borborygmi were especially noticeable 
but without passing any gas. There was no blood or mucus in the stools, nor did 
she frequently strain at stool; in fact constipation was absolute. 

A diagnosis was made by Dr. May, of an acute intestinal obstruction, possibly 
due to an intussusception and an immediate operation advised. 

On admission temperature was 100, pulse 158, child in convulsions and in a 
very critical condition. Just enough chloroform was given to control the convul- 
sions and preparations made for an immediate operation. Abdominal examination 
showed the tumor, which felt rather hard, just below the navel. Operation began 
at 10:00 p. m. and ended at 10:45. Abdomen opened at mid-line, intestines found 
considerably distended with gas, appendix examined but not removed 

The ileum at the cecal junction was picked up, this portion was flat so we knew 
the obstruction was above this point. While attempting to follow this up we 
noticed a sudden rush of gas and fluids as if the obstruction had suddenly given 
away, and this evidently is just what happened, for on bringing up this portion 
of the bowel we discovered a Meckel’s diverticulum located about eighteen inches 
above the caecum. This, we decided, was the cause of the obstruction, since it, 
with the part of the bowel immediately above and below its attachment, was deeply 
engorged, and looked as if it had been strangulated, in some manner. The divert- 
iculum was removed, abdomen closed and the child made a rapid and uninterrupted 
recovery, leaving the hospital in about ten days. 

We were unable to explain to our own satisfaction just how this obstruction 
was produced. Since then in looking up the literature we have read Hertzler’s 
and Gibson’s article on Invagination of Meckel’s Diverticulum Associated with 
Intussusception, published in the American Journal of Medical Science, September, 
1913. It appears to us that possibly the diverticulum was invaginated and a part 
of the gut telescoped; in fact, this seems the most plausible explanation. 

Case 3. Floyd W., farmer, age 28, admitted to the Blackwell Hospital, 
August 28, 1916. Patient gave a history of the usual symptoms of a chronic 
appendicitis, extending over a period of about three years. The attacks, which 
occurred at irregular intervals of from two weeks to three months, seemed to be 
dependent upon the character of the work he was doing. He noticed that if he 
was engaged in work which required lifting, this would almost always bring on pain. 
If the lifting required considerable effort, he would be forced to sit down or lie 
down for a few minutes before he could continue his work. Although, at no time 
was the pain so severe as to require an opiate, he was frequently laid up for several 
days afterward. The attacks were characterized by pain, nausea without vomiting 
and localized tenderness. The pain and tenderness, so the patient says, was always 
just below the navel and at no time (we examined him many times) were we able 
to find any pain or tenderness over the region of the appendix. It was for this 
reason that an operation was not advised earlier; it was difficult to be satished 
that this was really a case of chronic appendicitis. This, however, was the pre- 
operative diagnosis, but the probability of it being a Meckel’s diverticulum causing 
the trouble was thought of and the patient so informed. This led us to make an 
examination of the bowel higher up when we found what looked like a normal 
appendix. The appendix and diverticulum were both removed and the patient 
left the hospital in ten days. He has since been free of his trouble. 


DISCUSSION. 


_ Dr. McClain Rogers, Clinton: Mr. Chairman; This paper on Meckel’s 
diverticulum is of particular interest to me for the reason that in my experience I 
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have seen very few cases. His report of the three cases is very instructive to me, 
and he has pointed out the fact that these cases are not often diagnosed. | have 
never diagnosed a case. I have had a few cases of diverticulum. I have seen a 
number of diverticuli in the ileum, which I take is really a hernia upon the giving 
away of a muscular or fibrous coat. I recently saw, in operating for other troubles, 
a diverticulum in the ileum five inches long, bag just inverted like an appendix. 

About two years ago I saw a case of Meckel’s diverticulum undiagnosed. 
In diagnosing after I was in the abdomen, | thought it was a calcium deposit about 
the region of the right ovary. I made a little slit into the peritoneum and thought 
I would just squeeze out the calcium deposit, but | made my slit a little too deep 
and squeezed out some dry hardened matter, and then I saw that I| had a diverti- 
culum and made my dissection, and of course I had to do drainage. His paper on 
these other cases is very instructive and interesting. There is very little inthe 
literature, unless you get some special work concerning diverticulitis. 1 have never 
seen an obstruction from a diverticulum. 


Dr. Fred Y. Cronk, Tulsa: Mr. Chairman; I just wish to say a few words, 
not so much in discussion of the paper, as to report an interesting case. | have 
not observed an obstructed case, but about four years ago a young child was brought 
into the hospital, about three years old, with a hernia on the right side, it being a 
male child, an inward hernia. The symptoms were a little different, perhaps, from 
the conditions which presented themselves at that time. There was no fever, 
no obstruction, but the child had suffered attacks of pain for the last two or three 
days. On examination I came to the conclusion it was possibly the appendix 
which was slipping down into the hernia sack. While the hernia was 
being repaired, I fished around and struck what I thought was an ap- 
pendix, but it proved to be a diverticulum about three inches above the ileocecal 
valve, about an inch and a half long, possibly the size of your thumb. Evidently 
that was what had been slipping into the hernia sack. The appendix appeared 
to be perfectly normal. The diverticulum was resected and the child made a very 
nice recovery. 

I just mentioned that for the reason if there are extra symptoms or symptoms 
which we cannot quite account for with hernias and in any condition where we 
come in contact with the abdominal cavity, it is wise to fish down just a little deeper. 
This paper has been very interesting to me, and I think from the standpoint of 
diagnosis we should all look into these cases very carefully. 


Dr. Fred Clinton, Tulsa: Mr. Chairman: About four years ago we had a 
patient that gave us a great deal of trouble, and from the diagnosis, a typical left 
sided appendicitis. ‘The operation proved it to be diverticulitis. 


Dr. S. W. Wilson, Ardmore: The Doctor brought out the point that 
pain and vomiting are symptoms which should be kept in mind always in 
dealing with these cases. I believe that any case of mechanical obstruction of the 
bowel should be diagnosed absolutely in the first twenty-four hours. Take the 
appendix in which you most commonly have an adynamic obstruction, there is a 
train of symptoms that go along with it by which you can hardly be mistaken. 
They are, first pain, nausea, vomiting, little temperature, and leukocytosis. 
With the ileus you do not have any leukocytosis at first. You do not have any 
temperature. You have a constant vomiting as the case goes on. In appendicitis 
you only have two to six explosions of vomiting. With your ileus you will have a 
constant vomiting. The mother will tell you practically a diagnosis of an intus- 
susception of a child when she sees you. She will say, “Doctor, that child was out 
on the side walk playing, and all at once she became suddenly pale, cried out with 
an awful pain, and has been vomiting and screaming with pain ever since.” That 
is practically your symptoms of intussusception. 

Right along this line | want to warn you about the hypodermic with acute 
pains in the belly. To my mind there has been more patients who have lost their 
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lives by the doctor giving a hypodermic hurriedly before he makes a diagnosis, 
especially in this one particular, the case of the ills of the belly. The hypodermic 
will relieve the patient temporarily for eight to twelve hours, and after you have 
come back and the family is very anxious, you will say, “Well, we hope this is 
not very serious,” not paying any attention to the constant vomiting, give another 
hypodermic and let them go for twenty-four hours. Then, when you see something 
has to be done, you take the patient to a surgeon, and it is then absolutely too late 
for that surgeon to do the patient any good. So, | warn you about the hypodermic. 
Let them have the pain and they will come to the operating table much more 
quickly and right away your surgeon can do the patient more good. But remember 
always that in the ileus it has a train of effects, vomiting as long as time goes by, 
with a number of distressing symptoms, absorption of toxines, increasing pulse 
rate, and, as | say, I believe you should make, after the second visit anyway, 
practically a clear diagnosis of your case. 


Dr. Gearhart, closing: There are just a few things in the diagnostic notes as 
based on the cases reported which are of possible interest. ‘The localizing of pain 
and tenderness, and that is not so often at McBurney’s point as somewhat higher 
up and to the right, or it may be noticed in some other entirely different region, 
and an area of puffiness, firmness and firm resistance in this region, that is, the 
region of localized pain and tenderness, and an absence or slight degree of matterism, 
at least early in the attack, that is, to begin with, a presence of blood in the stool 
or vomited matter, and the early existence—this is one thing everybody speaks 
of, the early existence of umbilical fistula or some malformation elsewhere in the 
body, the pain beginning about the navel. These are the chief things in the 
diagnosis of obstruction in the bowel as a result of Meckel’s Diverticulum. 





REMOVAL OF ASTRAGALUS IN PARALYTIC FEET. 


The end-results in 217 cases of infantile paralysis in which the astragalus 
was removed for a paralytic condition of the foot, resulting in lateral instability 
and various other deformities which are properly classified are given by James 
Warren Sever, Boston (Journal 4. M. A., Oct. 30, 1920). Whitman’s operation 
was performed on 217 feet in these cases by eight different surgeons, on feet varving 
from those completely paralyzed to those in which only one muscle was weak or 
gone. The object in all cases was to restore either symmetry or stability. This, 
Sever believes, it has failed to do in many cases. As a result of this analysis Sever 
feels that an astragalectomy is not an operation to be advised for any foot showing 
lateral instability as a result of the paralysis of one muscle group alone. The lateral 
instability at the ankle may be averted, but more subsequent deformity may de- 
velop. It is as good an operation as any in feet which are flail, or those which have 
only one muscle group left. In the presence of toe flexors, varus is likely to develop 
later and lead to a bad weight-bearing position. The best results he has ever seen 
are in those feet in which there was good muscle power before operation, and when 
after operation there was good motion between the tibia and os calcis, and good 
weight-bearing positions of the foot. In the latter cases it should never have been 
performed. It is not an operation that will cure a limp, or even improve one as a 
rule. It is not an operation to be advised lightly or invariably for foot deformities, 
but should be performed on older children in selected cases. 
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GOITRE—SOME OBSERVATIONS.* 


Epear E. Rice, A. B., M. D. 
SHAWNEE, OKLAHOMA 


During the last past few weeks I spent ten days at the Mayo Clinic. One 
day’s list of new patients, numbering 254, contained 62 goitres. I saw many 
operations there for many forms and stages of goiter and their results prove that 
these operations were done according to the most approved and successful methods 
by some of the best operators in the world. and we always find them extremely 
courteous in explanations and suggestions at this Clinic. : 


I spent a week in various Chicago clinics and saw much good goitre work there. 
I attended the meeting of the A. M. A. at New Orleans and heard the orations and 
discussions of the symposium on goitre at the opening meeting of the section on 
surgery. During these weeks i have read much goitre literature. And after this 
opportunity for study I have changed my mind so often that now, as Dr. Robert 
Morris so recently said, I would have no respect for any one who believed anything 
I said on this subject. But Dr. Will Mayo paraphrased the above remark by 
saying that “The fact one changed his mind frequently showed he still had a mind.” 
So I trust there is still hope for me. 

I find it exceedingly interesting and instructive to study the embryology, 
anatomy, histology, physiology, and chemical physiology of the thyroid apparatus. 
In fact it is absolutely necessary to have a rather intimate knowledge along that 
line if we are to get results from treatment. 

The importance of leaving a portion of thyroid gland, and at least most of 
the two to five parathyroids, in thyroidectomy, is universally known. Although 
total parathyroidectomy has been done on rats, trout, etc., experimentally, without 
causing tetany. However, it is a wholly impossible operation without grave injury 
to the thyroid. 

Factors which determine the departure of the thyroid and parathyroid glands 
from health: 1. The influence of defective and improper food supply. 2. Resi- 
dence in insanitary surroundings. 3. Influence of bacterial and other toxines. 
+. Influence of infection and other diseases. 5. The influence of intestinal toxemia 
6. Consanguinity and heredity. 7. Psychic influence. 

These have to do with endemic goitre, congenital goitre, endemic cretinism, 
hyperthyroidism, tetany, simple toxic goitre, myxedema and Graves’ disease. 
The influence of intestinal toxemia is very important as shown by the influence of 
intestinal antiseptics in the treatment of simple goitre and the almost phenomenal 
cures of various forms of goitre by the short-circuiting operation of Lane and his 
followers. It is exceedingly important that we make more careful examinations 
of every case for foci of infection and that we recognize the importance of their 
early removal. That we make a routine Roentgen-ray examination of the gastro- 
intestinal tract by the screen method as opposed to that of photography. We 
should make a thorough study of the individual and we should abandon the half- 
hearted policy of physicians with regard to the management of this malady. A 
large percentage can be cured by medical and hygienic means. Some by surgical 
means aside from thyroidectomy, namely, the corrections of such as chronic ap- 
pendicitis, chronic gall-bladder inflammation, chronic septic tonsillitis, gastro- 
intestinal stagnation, or other disorders which may obviously be benefitted by it. 
My personal experience with thyroidectomy has been exceedingly satisfactory as 
has those of my friends with whom I am more or less intimately associated. _Liga- 
tion and subtotal thyroidectomy are surely gaining in popularity, as results are 
proving more satisfactory. 

I am under special obligations for many of these thoughts to McCarrisem, 
of the English Army, whose excellent work I have recently read. He claims that 


*Read in Section on Surgery and Gynecology, Annual Meeting, Oklahoma City, May, 1920. 
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at least 50% of cases will be cured by ordinary medical means, that is to say, rest 
and other hygienic measures, eficiently employed; and that 80% of these remain 
permanently cured, and then he gives figures from the great surgeons of the world 
to show that the average percentage of cases of all these operations put together 
is 60% and states that this is not a sufficient improvement on medical treatment 
to justify an operation—mortality which in the hands of 26 skillful surgeons ranged 
from 13-10% to 30%. But I feel that with the improved technique and general 
knowledge obtained by more thorough pre-operative examinations during the 
two years since this opinion was given, throws the balance in favor of ligation 
and hemi-thyroidotomy 


DISCUSSION. 
Dr. Curt von Wedel, Oklahoma City: 


In my treatment of the goitre | am rather not radical, but rather of the con- 
servative type. I believe that these cases, as Dr. Rice states in his paper, should 
be put to bed, and that we should be conservative in our attack. One thing has 
been overlooked by a great many of us in doing this work, namely, the factor of 
external or so-called foci infections in goitre or thyroid therapy. There are many 
of these cases which will call for the removal of deeply infected teeth, infected 
tonsils, or complete rest in tuberculosis or conditions of that kind. 


You are all probably familiar with the work of Getsch of Johns Hopkins on 
adrenalin test. think each case should be subjected to the adrenalin test. My 
usual procedure is rest until the pulse is down to 100 or less, and then I do a single 
or double ligation under local anesthesia, and allow them to rest from a month to 
six months. The only difficulty in that of course is many patients acquiese and 
won’t come back for the completed work. 

As Dr. Rice has stated, there have been many different opinions, but I think 
that generally most men are using a more conservative type of work than the 
radical; ligation and doing partial removals. One of the most forcible lessons in 
this way that I had was something like fourteen years ago while I had my service 
in Philadelphia Hospital. They were commencing to do thyroidectomies on a 
large scale and our mortality was large. I am not able to quote statistics, but | 
believe fully a quarter of these cases died. They went in without preparation. 
They were charity cases, and you all know in a large hospital how these things are 
looked after. They take them in the general clinic and operate on them. But 
under our procedure of rest, partial ligations and partial removal thyroid surgery 
has made marked improvement. 


Dr. Fred Clinton, Tulsa: Mr. Chairman, I am not able to present much light 
upon the treatment. I wish, however, to make one point which greatly impressed 
me. Some two years ago in a trip along the Pacific coast up as far as Vancouver, 
British Columbia, I almost felt as if we would get goitre before we got home. It 
seemed that every third person nearly had a goitre, and | was very much impressed 
with, and the observation and treatment carried out by at least a few of the men 
along the coast up to and including Vancouver was much the same as that which 
has been advocated by Dr. Hefner, in recognition of the fact that possibly the 
disease is more or less infectious possibly due to some unknown infection in this 
so-called mountain water, which lead them to a more conservative course than 
previously practiced, that is, rest in bed and recognition of an attempt to interpret 
the individual and treat them, treat the human being as well as the disease. 


Dr. Ross Grosshart, Tulsa: As the paper has announced, that word “goitre” 
as we interpret it would mean a number of conditions that exist in the thyroid 
gland. The first thing we have to take into consideration is that we have cases 
that are born without a thyroid, which you all know the symptoms of. Then we 
have cases where we will have a complete atrophy that destroys the thyroid se- 
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cretions, the symptoms of which you all know. Those born without a thyroid 
are on the same principle, | deem, as a child that is born without an ear, or any 
other deformity. The one has had a normal thyroid condition, and one in which 
an myxedematous condition following is due to a secondary change that has 
taken place, and an atrophy in the substance of the organ, while the organ itself 
may present a tumor. 

Summing up the conditions and the study of those, | am firmly of the opinion 
that that disease we sall hyperthyroidism that varies in many degrees from a mere 
tumor to that of tachycardia and bulging of the eyes and all of the other distressing 
symptoms, is invariably due to an infection. The process that takes place here 
is the same as it is in any other granular structure. As the doctor has outlined, 
it may come from any foci in the body, none are exempt, while the chief ones 
are teeth, throat and the sinuses. You first have an infection that causes an 
acute hyperthyremic condition of the gland which causes it to swell of its own ac- 
cord, and due to the natural process of the hyperthyrea, and also causing the gland, 
by having an extra amount of blood supply, to produce an extra amount of thyroid 
extract, and it is the action of this extract upon the central nervous system that 
causes the symptoms that we get of the form of tumor, etc. Therefore, | am not 
in favor, unless it is impossible after research and rest, of removing the foci infection 
of the muscles of the thyroid gland, of any operative procedure whatever. Ina 
great majority of these cases, if you will make a close observation of them before, 
and remove the foci,—and if you could remove all the foci, I believe every one of 
them would get well without any surgical interference. Of course, if the gland 
has gone on through the acute stage of infection, the hyper condition existing, 
and in changes to a colloid degeneration this condition goes on until you finally 
arrive at where you have an enlarged tumor and a myxedematous condition, or 
an enlarged tumor that is causing pressure symptoms, then you have a foreign 
body to deal with rather than an active body, and then it will have to be interfered 
with the same as a tumor in any other part of the body that is causing distress. 

But let us get to the bottom of this condition, and as Dr. Clinton has said, 
we know that there are certain places in Canada, the United States and in Europe 
that we call goitre zones. ‘There has never been anyone yet who has isolated the 
infection or the toxic condition that is causing this trouble, but it is well to know that 
these patients are coming in contact with something in that locality that is going 
through some of their lymphatics causing inflammation and producing the goitre. 
As I remarked, there are some places in the world, especially in Europe, that on one 
side of the river we get a goitre zone, and on the other side we have none, and a 
patient on this side of the river who has a goitre will move probably a distance of 
not more than two miles and isolate themselves in the other zone and will get well 
of their goitre when they get away from this isolated infection. There is some 
specific infection in goitre zones that exist that causes these people to have goitres. 

There are many infections. I think that any infection that will cause other 
glands to become enlarged and take on an acute condition, as we get from focal 
infections, that will produce the same condition as in the thyroid. 

I am not going to, and time will not permit me to go into a discussion of it, 
but the subject of granular secretions and internal secretions is the next study for 
doctor, surgeon and pathologist to ferret out. The foremost thing to keep in 
mind is that these conditions are practically all due to focal infection, and as | 
made a remark in a little paper I read before our county society, that the time is 
coming that when we knew and could produce the internal secretions of the different 
glands of the body in our laboratories or from extraction from the animals as having 
removed the foci of infection that causes the destruction of all of these glands, 
this granular condition and the cause of arterial sclerosis, that when we have dis- 
covered the active principle of the internal secretions to the point that we can supply 
them in an emergency or to act as a counterbalance to those glands that are over- 
secreting, we would have produced a condition in man that his longevity would be 
extended to probably as old as Methuselah; that we will be able to grow the child 
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to any known size mentally and physically that would be prescribed as a normal 
man or woman at the time, if we have come to the point wherein we can have a 
lethal dose of the active principle of internal secretions on the same basis that we 
know what the lethal dose of morphin or quinin is. 


Dr. Le Roy Long, Oklahoma City: Mr. Chairman, about two years ago in 
Lane’s clinic in London | was told that Lane’s kink was the cause of all diseases 
of the thyroid that we are operating on this side of the water. They were not 
pointing to the abdomen as causing thyroid diseases at that time. Now they are 
pointing to the abdomen as the cause of thyroid diseases. We may have to recog- 
nize something in the way of Lane’s kink before we get through. This is the same 
man that caused the Chicago unit to go over and help the British. He is a big man 
there, and | am looking forward to a later recognition of some value in this operation 
for Lane’s kink. 


WHEN DOES THE SURGEON’S OBLIGATION TO HIS PATIENT END ?* 
Horace Reep, M. D., F. A. C. Ss. 


OKLAHOMA CITY, OKLAHOMA 


The ultimate in view in any proposed surgical procedure is the restoration 
of the patient’s health. As a matter of fact, the patient is very little interested in 
what we do for him, unless each step brings him nearer to the goal of a normal, 
comfortable existence. The surgeon recognizes that certain steps are essential as 
a routine. In recent years we have heard very much about some of these steps. 
We have stressed the necessity of taking a careful history, recording all the facts 
which might have a bearing on the patient’s condition. A thorough physical 
examination is rightly considered as being demanded in any condition requiring 
surgery, and even a certain amount of laboratory work is compulsory in hospitals 
that are standardized before patients can be taken to the operating room, except 
inanemergency. The patient meekly submits himself to all these things,—for the 
public, in a general way is being educated to the fact that material advancement 
in diagnostic investigation has been made in the last few years,—and so he goes to 
the hospital, sometimes on his own accord, and allows all these to be done, to the 
end that if surgery is indicated it may be properly done and his health again restored. 

It was only a few years ago that things were different. A hospital was a place 
where a sick person could go, have an operation performed and occupy a bed until 
able to be taken home, or until it otherwise was not needed as the case might be. 
If a complete physical examination was made at all, it was made either in the 
patient’s home or doctor’s office, also there were no laboratory tests made, except 
possibly an examination of the urine for albumin, sugar and casts, and this likewise 
was usually done in the doctor’s office. 

The choice of operations in those days was “laparotomy.” Sometimes this 
was qualified by the term “exploratory” for it would indicate an investigative 
temperament, and smacked of the near scientific. After operation the average 
surgeon prescribed a very elaborate post-operative treatment. The patient sur- 
viving all these things would be followed home by the solicitous surgeon, and for 
weeks or months, as required, his attentions were forthcoming. ‘This desire to be 
as thorough as possible found expression in just these attentions, and the remarkable 
cures which were worked, and the still more remarkable gratitude which the patients 
felt toward the surgeon for service performed, spoke well for at least something 
which existed in the old order of things. 

By the very nature of our procedures of today, the personal element does not 
enter the surgeon’s relation with his patient so much as it formerly did. The 
patient’s history is taken by an assistant, or by an intern. The physical examina- 
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tion is conducted in a formal way, often for the purpose of checking up the findings 
of the hospital intern. The surgeon is given the records of findings of laboratory, 
x-ray and consultants, and with these facts before him he reaches his conclusions 
as to whether surgery is indicated. If indicated, the orders are given for prepara- 
tion; the patient, in the course of events, is taken to the operating room, anes- 
thetized, operated and returned to his bed. Elaborate records are made of all 
these steps. During convalescence the surgeon glances over the chart from time 
to time, and perhaps suggests an order to the house physician. He may pass 
through the ward occasionally and formally speak to his patients. In due course 
of time, it being recorded that the wound has healed, and the patient is able to get 
out of bed and walk around the room, he signs an order of discharge for the patient, 
completes the records and the case is closed. 


But what becomes of the patient from now on? Some one may answer that 
the higher class hospitals are adopting the “follow-up” system, and that at stated 
periods the patient is requested to report his condition as to cure, improvement, 
or otherwise. This is true, but what is the main purpose of this follow-up system? 
Is it for the purpose of just making the record more complete, or is this report to 
serve any useful purpose to the patient? Is the surgeon te utilize the follow-up 
reports? If so, how? These are live questions of today. 


In the movement for hospital standardization, which deserves our unqualified 
support, the adoption of some form of follow-up system is on the program. It 
behooves us as surgeons, therefore, to study the matter and find out wherein such 
a system may be utilized for the benefit of the patient. A plan for a system of 
records which does not have for its ultimate object, benefit to the patient, will fail, 
as rightly it should. Unless the patient understands that his co-operation in the 
matter is needed, primarily for his own benefit, he will respond only in an indifferent 
manner. To the end that he may do his full duty and get the best results, the pa- 
tient must receive proper instructions, and this is wherein the surgeon is failing in 
our present day incomplete arrangement. 


Human nature does not change very much in the course of centuries, much 
less in years. We must not forget, as our system of doing things becomes more 
and more clock-like—according to schedule—that our patients are human, and sub- 
ject to all the peculiarities of the race. A follow-up system can be, and should be 
utilized to reach the personal element in each patient, if only it is properly begun. 
You may ask how this is to be done? The proper time to begin preparations for 
a follow-up system is immediately after a diagnosis has been made and before an 
operation has been performed. In fact, the patient’s mind should be led to consider 
the final object for which the operation is to be performed, rather than the operation 
itself. He should be asked to consider how fine it will be when he is in good health 
again. He should be instructed as to what his duties will be, and how he should 
co-operate in order to get the best ‘results in the least possible time. Above all 
he must be instructed as to the necessity of having patience while biding his time 
as he passes through that period—sometimes short, often many months long, 
before he reaches a satisfactory state of health. A timely illustration may be 
utilized to drive home the points you wish to make. 


A fertile country smiled in its prosperity. All was happy and serene until one 
sad day when the levee on the river which coursed through this land broke, and 
the waters began to flow over the crops and into the houses. Sporadic and un- 
skillful efforts were made to repair the leak. Seeing that their country would be 
laid waste, and their homes destroyed unless something radical was done, the 
inhabitants conferred, and decided to call an engineer to direct their efforts. With 
dispatch the engineer considered the problems entering into a replacement of the 
broken levee. He also takes a rapid survey of the damage already done, and if 
found to be irreparable, he advises against action. If, however, reclamation 1s 
practicable he warns the inhabitants of the probable cost, and the amount of time 
it will take to accomplish full restoration. 
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The surgeon is the engineer who rebuilds the broken levee that brought disaster 
to the patient’s health, and he should stay on the job, at least in an advisory cap- 
acity, until restoration of damage already done is complete, or as nearly complete 
as it can practically be made. 

The follow-up system should be the human document part of the completed 
record. It should be that which tells the story of achievement. The operation, 
the diagnosis, the clinical record—all these steps—vastly important as they are 
as statement of facts, should not be placed as more important than the written 
verdict of the patient, and the surgeon’s obligation to his patient should not cease 
until this verdict is posted. 

DISCUSSION. 

Dr. Le Roy Long, Oklahoma City: Mr. Chairman, the central thought in 
this admirable paper by Dr. Reed is that it is the duty of a surgeon to keep his 
patient in mind until the patient is well. Running through this essay is a strong 
suggestion that the doctor should keep in personal touch with his patient. Now 
that the better hospitals of the country are being standardized, now that we are 
acquiring various and sundry things at the hands of the hospital organizations in 
the way of records and in the way of certain technical procedures in examination 
of patients, we must be careful to avoid one of the breakers that is ahead, and that 
is in the line of personal touch with the patient. 

The average patient comes to a certain doctor for the reason that he has, first, 
confidence in that doctor’s ability, and, second, there is something about the doctor 
that attracts the patient. He chooses that doctor that he likes, and it is the doctor’s 
duty, not only from a scientific point of view, but it is his duty from the ordinary 
human point of view, to keep in personal touch with the patient. I think we all 
know of certain organizations throughout the country, organizations of great merit, 
organizations in which there is an abundant skill, to which we would perhaps some- 
times hesitate to go for the reason that it is a machine and the personal touch is 
lost. 

Dr. Murphy’s name has been mentioned here in this meeting on several 
occasions, and | believe that one of the most attractive characteristics about Dr. 
Murphy’s clinic was the fact that the patient in Dr. Murphy’s clinic had been 
seen by Dr. Murphy, all the records had been looked over by Dr. Murphy, and after 
Dr. Murphy himself had gone into not only the records, but gone into the charac- 
teristics of the particular patient who had come to him for service, then the verdict 
was given and the service rendered. 

I see this sticking out in my own work. In the work of the busy surgeon it 
is so easy to have the interne write the history. It is so easy for you to have the 
interne make the physical examination and record it. It is so easy to glance over 
it and go along and take it for granted, take it for what it is worth without checking 
it up as it ought to be checked up, and if we carry out this central thought in Dr. 
Reed’s paper, we will not be doing our duty until we do check them up. And | 
may say incidentally we are not only not doing our duty to the patient, but we 
who work in the hospitals are not doing our duty to the young men who are there 
as internes, and the trained nurses, who furnish the written records and histories 
of the physical examinations. We should criticize these records for the benefit 
of the interne. 

Just the other day a man came to me and asked me about the possibility of 
being successfully operated for inguinal hernia here in Oklahoma City. He was 
not speaking to me particularly about me operating on him. He is a man fifty-two 
years old and he said he just wanted to talk to me and find out if I thought it would 
be possible for him to get a good operation for inguinal hernia in Oklahoma City. 
I told him I thought he could. It developed that the man had been operated 
on the other side, at one of the great clinics of this country several years ago. He 
now has an atrophied testicle. He said that after he was operated on he had a 
tremendous swelling, with great pain. He was operated on by a man who has not 
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only a national reputation but an international reputation, and he said, “I sent 
word to him that | was suffering, and he sent word back’’—he sent word back— 
“to put on an ice pack and | would be all right.” He said, “I was a man of limited 
means, and when | came here I wrote back to him and said something about the 
operation, and whether | could be assisted in some way, and he wrote me that | 
should just be easy about it, ‘you have had a good operation’.””. Now, that man 
believes that, and he was so thinking, about going back there to have the other 
side operated. Well, there is some little question in his mind; he felt if that thing 
happened in such a great clinic, what would happen here in Oklahoma City. The 
operator lost personal touch with that man, and he has not carried out his obliga- 
tion, the obligation which | believe rests upon every surgeon when he operates 
upon anybody, and that is to try to keep in touch with him and advise him to the 
best of his ability until the person gets well. 

The Chairman: | feel that the failure of those present to discuss this paper 
is due to the fact that they do not want to spoil a good thing. The paper is very 
complete and is quite a contribution to the literature of the surgical section of this 
society, and the discussion in itself is so thorough, that with the exception of 
whatever remarks Dr. Reed cares to make, the discussion will be closed. 


Dr. Reed: | do not care to say anything in closing. 


ROENTGENOLOGY IN RELATION TO SURGERY.* 


James C. Jonnston, M. D. 





MC ALESTER, OKLAHOMA 


From many of the discussions heard in medical societies one might easily 
infer that the roentgenologist makes one sort of diagnosis and the laboratory man 
offers another; quite different varieties are expected from the surgeon, and the in- 
ternist; while the general practitioner has one all his own. The fact is that there 
is only one Diagnosis; and every investigator approaches it in the manner best 
suited to him to obtain the fullest and most accurate information. 

If this premise be accepted as fairly representative of present conditions, 
then there should be less and less debate about “clinical diagnosis,” ‘laboratory 

. diagnosis,” and “x-ray diagnosis.” 

The surgeon or the internist usually sees the patient first and makes some sort 
of examination. ‘Too often it is not very thorough, and the patient is sent to 
the roentgenologist with the injunction to have some certain picture made. The 
roentgenologist complies and reports on this single examination in terms conforming 
to the request; and no one is very much wiser than he was before. 

It is far better to refer a patient to the roentgenologist and ask that he examine 
the patient with reference to suspected lesions of certain organs, for, in this case, 
he will submit his findings which may be based upon more searching investigations 
than the referring party had deemed necessary. Then the full helpfulness of the 
x-ray is brought to the surgeon, and to this may be added the laboratory findings 
and the clinical findings, all laid down in order and completeness for the surgeon 
to consider before he makes his diagnosis absolute. 

Let it be convincingly said, however, that the roentgenologist is not unmindful 
of his own advantageous position to state positively that his findings clearly dem- 
onstrate definite lesions; and, also, that not infrequently the x-ray examination 
will show them earlier than the other methods usually employed. Especially 1s 
this true in pulmonary and colonic tuberculosis, gastric cancer and metastatic 
carcinoma. 

In many chronic cases where the x-ray is not the first means to yield diagnostic 
signs, it is still almost indispensable in determining the degree of pathology, and the 


*Read in Section on Surgery and Gynecology, Annual Meeting, Oklahoma City, May, 1920. 
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operability of the lesion. For example, gall-stones might cause very acute symp- 
toms which under ordinary circumstances pane be easily removed; but if the x-ray 
shows that the stones are complicated by a cancer of the liver, with metastasis 
in the lungs, the surgeon should have this information before he operates. 


Such co-existing multiple lesions are very frequent, and are the bane of not 
only the roentgenologist, but of the surgeon as well. This subject has been very 
interestingly presented by Crane in the American Journal of Roentgenology 
(Vol. vi, No. 6, page 264). His.compilation of cases makes it plain that the in- 
vestigator who takes the shortest cut to a diagnosis may arrive somewhere; but 
he will often be guilty of errors of omission. 


A fair example of co-existing lesions, which the x-ray examination materially 
assisted in diagnosing, follows: 


Male, age 60, farmer, was referred by a surgeon for the investigation of a 
colonic stasis. The patient complained of constipation, loss of memory, weakness, 
and a discharge from tender gums. The x-ray findings were: Sinusitis of left eth- 
moid cells; dilated caecum; colonic stasis and metastatic carcinoma of the lungs. 

Another case of interest was that of a male, age 38, painter, who complained 
of cough, shortness of breath, loss of weight, nausea, vertigo, and abdominal pain. 
X-ray findings were: early pulmonary tuberculosis, aortic aneurism, mitral disease, 
gall-stones, colonic stasis and pyorrhea. 

These cases typify many that come to the roentgenologist; most of them are 
referred by the surgeon; but it remains a lamentable fact that some still come on 
their own initiative after treatment by many physicians who have given different 
names to their complaints, and all of them in some measure correct. 


It is obvious, therefore, that for a diagnosis we need all of the information 
obtainable from every authentic source. The clinician will not procure all; the 
laboratory will not exhaust the possible findings of material facts; the roentgen- 
ologist will be far from one hundred per cent in his delineation of symptoms as 
interpreted by fluoroscope and plate; but with the fullest endeavor of all of the 
interested investigators to learn the greatest possible number of facts and these 
facts properly correlated by the surgeon will tend to form a correct, full and the 
only Diagnosis. 

In this manner only will roentgenology in relation to surgery attain the degree 
of usefulness to mankind which is so devoutly desired for it by those who try to 
make it a profession and not a spectacular trade. 


DISCUSSION. 
Dr. C. H. Ball, Tulsa: 


Incidentally, | wish to mention the fact that at the recent convention of the 
Radiological Society of North America at New Orleans, the term “roentgenologist”’ 
was unanimously considered taboo (one of the reasons probably being its Teutonic 
origin), and the name “radiologist” adopted as more in keeping with both x-ray 
and radium therapeutists and operators. The term “diagnosis’’ was also put in 
the discard and the term “conclusions” or “findings” was adopted. 

As Dr. Johnston says, it is almost an every-day occurrence for a patient to be 
sent to the radiologist with absolutely no preliminary preparation or examination, 
and he is asked to “find out what is the matter with him.”” Stomach and colon ex- 
aminations are frequently asked for late in the afternoon, without having the 
stomach or intestinal track previously emptied by a brisk cathartic and at least a 
twelve-hour abstinence from food. 

Another very common practice is for the physician to examine a patient some- 
times over a period of a week or more, occasionally consulting with several of their 
confrers, and even having laboratory work done, such as blood counts, Wassermann 
tests, urine and fecal examinations, then bring or send the patient to the radiologist, 
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withholding all this data, and ask for a diagnosis, which, if it does not coincide 
with his conclusions, confirms his already skeptical opinion of radiography. 

My earnest plea to the profession in general is to give the radiologist a “ square 
deal” and an even chance. W hile the x-ray is not the alpha and omega in inter- 
preting pathological conditions in all cases, yet it is a valuable adjunct to the 
armamentarium of the diagnostician, and every patient should be carefully studied 
before having radiographs. made, not only to save unnecessary expense, but also 
frequently save valuable time. ° 

As an illustration, during the past year | made stomach and colon examinations 
in three cases referred to me as possible gastric or duodenal ulcers, which did not 
have sufficiently thorough clinical study, because they proved to be pellagra, the 
gastric symptoms being the usual concomitants of that ailment. 

Kinking of the ureter is another of the conditions that is frequently overlooked 
or incorrectly diagnosed. O.S. Fowler, of Denver, Colorado, at the a meeting 
of the Radiological Society of North America at New Orleans, read a very in- 
teresting paper on this subject, accompanied by lantern slide demonstrations, 
showing many cases that had been diagnosed as appendicitis or gall-bladder in- 
fection, which on being radiographed, and subsequently operated upon, cleared 
up rapidly. 

In the past few months two cases clinically diagnosed as empyema were 
radiographically shown to be lympho-sarcoma of the mediastinum, one corroborated 
at autopsy and the other corroborated at the Mayo clinic. 

Another case in which an appendectomy was done without any relief whatever 
was later radiographically shown to be a kinking of the hepatic flexure of the colon. 


It has also been a matter of common occurrence to make a diagnosis of pul- 
monary tuberculosis on clinical examinations, and some of them even resemble 
tuberculosis in the radiograph, but which on later investigation, Wassermann 
tests and provocative doses of arsphenamine or mercury prove to be syphilis of 
the lungs. 

That the x-ray is coming into more general use every day as an aid to diagnosis 
in remote and obscure conditions of the body was absolutely demonstrated at the 
recent meeting of the American Medical Association at New Orleans, where a very 
large percentage of the papers read were accompanied by lantern slides presentations 
of radiographs. Especially diagnostic was the pneumoperitoneum work shown by 
Arthur Stein, and Wm. H. Stewart, of New York, and which was ably discussed 
by Oliver H. Orndoff, of Chicago, who has probably done more along this line than 
any one in the United States, he having to date employed this method of examina- 
tion in over +00 cases. There was also shown in this connection an experimental 
table for fluoroscopic examinations, which permitted an ocular view at every 
conceivable angle. 

Dr. Johnston’s paper is a good and timely one, containing, as it does, a plea 
for more accurate determination of the many complicated conditions of the human 
body that daily confront us. 


Dr. W. E. Dicken, Oklahoma City: In hearing the essayist’s paper, it appears 
to me the great importance of leaving no stone unturned in our diagnosis. We all 
know that diagnosis is the paramount issue in all of our troubles. If we know what 
is the matter with the patient we can find some remedy. I think that it is too often 
the case that our patients are brought to the hospital, and we think we are the 
alpha and omega of all diagnostic troubles, and we satisfy ourselves that we know 
what the trouble is, and very often we slip up in our diagnosis, as is proven after the 
operation. We put on our operative sheet our ante-diagnosis operation, and so 
often after our operation a post-diagnosis is so different that it makes us feel cha- 
grined. 

Now, in ordet to clear our skirts and be on safe ground, there is no doubt about 
our procedure in this matter, in going through our laboratory and our x-ray ex- 
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aminations as a routine duty, especially in all occult troubles where we are in some 
doubt. The x-ray examinations no doubt prove a great benefit to the surgeon, 
and we should not leave the x-ray examinations unnoticed in all our cases that show 
the least possibility of a doubt in our diagnosis. 

Dr. Ross Grosshart, Tulsa: The speaker spoke of using all the methods 
we have for diagnosis. I believe with the physicians, as they used to be called 
allopath and homeopath and other forms of paths, but we term ourselves “regulars,” 
and that means, if | interpret it correctly, using anything that will cast light on 
the ailment, or that is good for the patient. That should not be overlooked by 
the doctor who is in charge, or whose patient it is. 

As has been ably pointed out here, the patient is sent too frequently to the 
laboratory for the examination of some special region, and probably not properly 
prepared, and wanting a hurried up diagnosis from the x-ray. It calls to my mind 
a patient that has been nauseated for one and a half years, badly emaciated, with 
a urination sufficient to fill a quart can or two every night. She has been given a 
history of being relieved somewhat upon eating. Of course the interpretation 
from the doctor who sent her to be x-rayed, was a stomach ulcer, and with the 
advice to eliminate or to make a diagnosis and examination of her intestinal and 
stomach region. This man who had been in attendance upon this patient for a 
year and a half diagnosed that this patient had a stomach ulcer, has treated her 
for that, and to the patient’s declaration, has never made a physical examination 
of her abdomen. The history, as he thought, was too plain. The x-ray revealed 
nothing pathological at all in this woman’s elementary tract. Upon a physical 
examination there is an enlargement in the right region above the navel. A 
urinary analysis, by the way, showed nothing. Cleaning her bowels out and re- 
ferring his patient back to the x-ray after proper preparation, it shows a stone 
about the size of a 32-caliber ball in the urethra with the complete shutting off 
of that side of the excretory organ, her kidney, and the tumor you feel is a kidney 
now been hyper improjectore and probably degenerated for a year and a half, 
with the reflexions or symptoms I gave you. I only cited this case to show how 
doctors and diagnosticians, as the case might be, ought always to use every known 
method to science, be a regular, and use every known science, every means that 
— avails to diagnose your case, and don’t jump at conclusions. 

r. Johnston, closing: The announcement that the cumbersome words in 
ah be dropped is indeed welcome. Now, if the same society or others 
afhliated stop the doctors from calling us some other names, I shall hear that with 
equal pleasure. 

One reason that the x-ray and surgery have apparently, and I say apparently 
advisedly, have rather drifted apart, is perhaps because a number of persons have 
gone into the x-ray field merely as a side line or as technicians. Naturally, the 
profession has been trained not to accept diagnoses or findings from that source. 
But I believe that with the thought in mind that the x-ray operator is primar- 
ily a physician of more or less experience, and then he uses his x-ray to interpret 
the case as though it were his own, and then he passes these findings on to the sur- 
geon, | think there will be less and less of a gap between'surgery and the x-ray 
laboratory. The paper has brought out some interesting discussion, and I am 
certainly grateful for the time you have given me to hear it. 


DIAPHRAGMATIC HERNIA DIAGNOSED DURING LIFE. 

In the case cited by Milton M. Portis and Sidney A. Portis, Chicago (Journal 
4.M. A., Nov. 6, 1920) the diagnosis was based on the roentgenoscopic findings. 
On giving barium in buttermilk, the stomach was found in this pouch and to its 
left the splenic flexure of the colon was seen. This was more apparent when the 
patient was in the reclining position. The stomach did not show an hour-glass 
appearance. Food dropped readily from the part above the bow line of the dia- 
phragm into the part of the stomach below and the stomach emptied in normal man- 
ner. The duodenal bulb was normal. The liver shadow was normal and there 
was no tenderness over the appendix or the gallbladder. 
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PROCEEDINGS OF THE ST. ANTHONY CLINICAL SOCIETY. 
Dr. Curtis R. Day, President. Dr. J. F. Kuny, Secretary. 
OKLAHOMA CIrTy. 


DEATH REPORT. 
Drs. W. J. Boyd and J. W. Riley: 7yphoid Fever. 

Mr. A. K., age 27, white, entered hospital on June 27, 1920, complaining of 
headache, anorexia, fever, abdominal distress, and loss of weight. 

Present illness: Patient feeling poorly since last of May, having lost twenty- 
seven pounds. Played base ball five days before entrance, after which he developed 
frontal headache, and symptoms increased to those expressed in complaint. No 
epistaxis, chill or diarrhea. 

Past History: Patient enlisted in Army in 1917 and was discharged in April, 
1919. He received anti-typhoid vaccine while in camp in 1917, and again when he 
was sent to France in 1918. Just previous to his return in April, 1919, he received 
the third series of anti-typhoid vaccine. 

Family History: Negative. 

Physical Examination: Well nourished man, even with history of having 
lost weight. Appearance apathetic, more or less listless, staring facies and mumbl- 
ing speech. 

Abdomen: Slightly distended; two suspicious rose spots; both flanks tym- 
panitic; general tenderness on palpation; spleen enlarged; gall-bladder and appendix 
negative. 

Pulse 90, regular, synchronous, no dicrotism. 

Blood pressure 118-70. Temperature 103.6 deg. F. 

Laboratory Findings: Blood W. B. C. 4,900; polys 68; lymphs 30; large 
mononuclears 2. No parasites. Blood culture showed typhoid bacilli, as proven 
by sugar media methods. Urine: negative. 

Progress: ‘There was a rather indefinite morning remission of temperature, 
and the morning temperature was high, being 104 deg. F. on June 29, 1920, and 
106 deg. F. on July 3, 1920. It was difficult to control the temperature with cold 
packs. The pulse at this time varied from 100 te 140. Patient became delirious 
in one day after admission, and was more or less so until death. Four days after 
entrance there were marked indications of cardiac weakness, and on July 5, 1920, 
the pulse became very irregular, scarcely palpable: Cheyne-Stokes respiration 
developed. Patient died at 8:00 a. m. on same day. 

Autopsy: Findings were negative except for the following: Well marked 
areas-of vascular congestion in the lower part of the jejunum, the ilium, and entire 
colon; several small, shallow ulcers in the lower eight inches of the ilium, arranged 
with no definite relation to the long axis of the gut. The intrinsic lymphatics of 
the gut were not markedly involved. No evidences of hemorrhage or perforatoin. 
Spleen enlarged, weighing 420 grams, and showing acute hemorrhagic splenitis, 
microscopically. Few small infarcts on posterior surface of left kidney. 

Cause of Death: Toxemia of typhoid fever. 

CASE REPORTS. 
Dr. L. E. Andrews: Diabetes Mellitus. 


Miss I. H., age 14, white, school-girl, entered hospital for treatment on account 
of glycosuria, and complaining of weakness and pruritis vulvae. 

Present History: Patient’s mother noticed that she (patient) had become 
nervous and tired easily, lost weight, and had developed an unusual thirst and 
an appetite for sweets. Patient seemed to be in usual good health until two weeks 
previous to entrance. 
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Past History: Patient has had a slight polyuria all her life; occasional “sore 
throat” and does not take cold easily; occasional constipation and headache which 
is relieved by cathartics. Has not menstruated yet. 

Family History: Is an only child. Father has had polyuria all his life, but 
no glycosuria has been demonstrated. Grandmother died of pulmonary tubercul- 
osis. A great aunt died of diabetes. Physical Examination: Rather thin, but 
well developed girl weighing 624 pounds. 

Head and Neck: Anterior cervical nodes palpable; pharyngeal vessels con- 
gested. 

Chest: One small palpable node at the sterno-clavicular junction. Lungs 
and heart negative. 

Abdomen, extremities and reflexes negative. 

Genitalia: Vulva presents excoriations of the skin. 

Laboratory Findiugs and Progress: Blood; W. B.C. 11.400; polys 55; lymphs 
45. Wassermann reaction negative. Blood sugar and carbon dioxid tension was 
not obtained on admission. 

Pancreatic Efficiency: Feces—45 units per c.c. Urine—20 units per c.c. 
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After one day’s starvation the carbon dioxid tension was 30 mm., Hg; after 
two days it was 45 mm. Hg. 

The quantitative estimation of sugar in the urine on admission was 5.93%; 
after one day’s starvation it was 2.04%. 

The daily record remained the same until ten days from the first fasting day. 
During the time the diet had been increased until she was taking 1700 calories 
per 24 hours, and was able to be out of bed. Then on the tenth day she procured 
and ate several cookies, which resulted in the appearance of a three plus glucosuria, 
and a quantitative estimation of 83°], of sugar. A blood sugar was made that 
morning showing .083%. Next day the urine was normal. Three days later 
another overstepping in her diet showed a slight trace of sugar, which promptly 
cleared by going back to a lower diet. Eighteen days after the first fasting day 
the patient’s caloric food value was up to 2000. Her tolerance for carbohydrates 
had increased, and her strength was greatly increased. The urine was normal, 
and the pruritis vulvae entirely gone, and patient was gaining weight. She was 
directed as to diet and instructed to report for observation. She has gained 8} 
pounds since dismissal, about two and one-half months ago. 


Dr. Horace Reed. I/ntra-capsular Fracture Through the External Condyle of the 
Humerus 
Master C. M., age 9, white, was admitted to hospital with complaint of 
broken elbow.” Injury was received three weeks previously by falling from a 
horse. Soon after injury, patient was seen by family physician, who noted pro- 
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nounced pain, swelling, and tenderness, also a freely movable fragment on the 
external aspect of the joint. Three attempts at reduction were futile. The arm 
was put up in Jones position. After the swelling had subsided no reduction of 
the deformity was in evidence, and patient was brought to this city. 

Examination showed limitation of complete flexion and extension, the joint 
being held at an angle of fifty-five degrees. The fragment was movable but 
attempt at manipulation was painful. Pronation and supination was complete 
and unrestricted. X-ray examination showed an intra-capsular fracture through 
the end of the humerus, completely separating the external condyle from the 
shaft, the articular surface facing externally. No pathology was noticed in the 
head of the radius. This case, although representing one of loose body in the 
joint, is not typical of “joint mouse.” 

An attempt will be made to bring the fragment into position under the fluor- 
oscope, and if it is impossible to hold the fragment in position an arthrotomy will 
be performed, and the piece of bone, the external condyle, removed; also a piece 
of fascia will be turned in. It will be suggested that the family physician begin 
passive motion after ten to fourteen days. 


Dr. Horace Reed. Carcinoma Involving the Urinary Pladder. 

Mr. J. K., age 47, white, was first seen by me at the office, with complaint of 
frequency and bloody urine. The initial symptom noticed one year ago was 
frequency; about a month later hematuria commenced. This has been intermittent 
and, at times, very profuse. At one time as much as a teacupful of clots and fluid 
blood was passed. Patient has had some pain, suprapubically and in the perineum 
which radiated down along inside of the thighs. Two months ago patient was 
treated by another physician in another hospital for chronic prostatitis by sounds, 
massage and deep instillations. Some improvement was noticed at that time. 
A cystoscopic examination was made when first seen by me. The small examining 
cystoscope entered the bladder without difficulty. The bladder capacity was nor- 
mal. There was no evidence of cystitis; both ureteral orifices appeared normal. 
On the anterior wall of the bladder a tumor was plainly visible, portions of which 
projected into the lumen of the bladder. Rectal examination showed an induration 
extending along the course of the prostatic urethra. The prostate was moderately 
enlarged, firm, and hard. A nodule could be felt high up on the left side. Patient 
was immediately advised to come to the hospital where, after bladder irrigations 
of 1-500 silver nitrate were carried out for a few days, a suprapubic opening was 
made and the bladder explored. The anterior bladder wall was almost completely 
involved in a tumor mass which was obviously malignant. The mass was cauter- 
ized with actual cautery and 50 mgm. of radium, screened so as to allow only the 
hard (gamma) rays to penetrate, was inserted and allowed to remain 24 hours. 
A large drainage tube was then placed into the bladder through the suprapubic 
opening. 

Pathological report (microscopical): Scirrhus carcinoma. 

Post-operative course was uncomplicated, the tube being removed on the eighth 
day. Patient has continued to drain suprapublically, and for last ten days has 
been passing urine through the urethra. At present drainage is very scant while 
patient is in the erect position. The urine has been kept acid and urotropin has 
been given. 

In connection with this case I would like to emphasize the advisability of 
cystoscopic examination in all diseases referable to the urinary tract. This ex- 
amination can be made with utmost ease in the office and involves no more pain 
to the patient or trauma to the mucous membrane than passage of an ordinary 
steel sound. I have never found it necessary to anesthetize the urethra, pre- 
liminary to the insertion of the cystoscope, nor have I ever seen an “urethral 
chill” following the cystoscopic examination. I do take this precaution, however, 
that in any case in which I suspect an inflammation of the mucous membrane 
of the bladder or posterior urethra, I follow cystoscopy with instillation of 1-500 
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silver nitrate solution, the first 50 c.c. being allowed to pass through the catheter 
and the second 50 c.c. being voided by the patient after catheter is removed. The 
use of a complicated cystoscope is not at all necessary, and | strongly advise against 
it. For differential diagnosis the simple small cxamining cystoscope which is 
passed with less difficulty, which illuminates the bladder well, and whose pictures 
can be interpreted more readily, is much more practical. In this case there was 
no doubt as to the diagnosis immediately after the cystoscopic examination, 
Patient will be given one more 700 mgm. dose of radium. 


PROCEEDINGS OF OKLAHOMA CITY CLINIC ROUND TABLE, 
WESLEY HOSPITAL 


Dr. W. W. Rucks. Report of a Case of Tetanus—Treated with intravenous, 
intraspinal, and intramuscular insections of tetanus antitoxin. 


Case—A girl twelve years old. Consulted Dr. Robt. E. Thacker of Lexington, 
Oklahoma, on Friday, August 13. She stated that ten days prior, while playing 
in and about the barn, she injured her foot running a stubble into the inner side of 
the sole of the left foot. 

The wound was treated by the parents with ordinary home dressings. The 
wound was not fully healed and Dr. Thacker cleansed and dressed it asceptically. 
She called to see him again on Monday, the 15th, and stated that her jaw felt a 
little stiff and on Wednesday, the 18th, she was again seen by Dr. Thacker who 
diagnosed tetanus, and called me in consultation. 

Dr. Thacker’s diagnosis was confirmed. We did a spinal puncture under chlor- 
oform anesthesia and gave 4500 units of tetanus antitoxin intraspinally and im- 
mediately gave 6000 units intravenously. In 24 hours 5000 units were given in 
the spinal canal and 5000 in the vein. No more antitoxin was given for three days 
when 10,0000 units were given intramuscularly. 

Improvement was noticed after the second intraspinal and intravenous in- 
jection, which continued, the rigidity gradually disappearing. Dr. Thacker now 
informs me that the child is well. 

During the active stage, rigidity was marked. The jaws were rigid, the tongue 
had been bitten, the whole body markedly rigid. There could be no doubt as to 
the correctness of the diagnosis. The rationale of the treatment is at once recog- 
nized when we consider the pathogenesis of tetanus infection. Inoculation of a 
wound with tetanus organisms, which are conveyed by the blood stream and have a 
natural predilection to harbor in the nervous system. The therapeutic indication 
is antitoxin into the spinal canal and into the blood stream. 


Dr. M. E. Stout. Case of Spina Bifda. 


Today I operated a case of spina bifida in a baby three days old. The deform- 
ity was in the lower lumbar region and was fully as large as my fist. The skin was 
necrotic over the mass and upon the least motion it discharged a large amount of 
spinal fluid. 

I made a circular incision around the base of the tumor mass through the skin 
down to the sack or the inner wall, composed of the dura. This was dissected up 
well and opened just as we open a hernia sack. After observing the cauda, | then 
sutured the sack and inverted it and put in a second row of Lambert sutures just 
as we close an opening in.a bowel. The muscle was then closed over and the fascia 
and skin closed as we would an abdominal wound. 

There are a number of operative procedures described, including several types 
of osteal flaps, but most authors conclude their remarks by stating that practically 
all cases die. This led me to choose the simplest procedure, though I| believe 
that this method is the one adopted by most authorities at this time. 
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As to the time for operation | think the earlier it is done the better chance we 
offer the patient. 

This case was referred by Dr. Clifton who holds an enviable reputation for 
early diagnosis and surgery. Of course this baby had no hopes without operation 
since the skin was already broken down. He went through the operation in good 
shape, but the outlook in all these cases is very gloomy. 

Dr. A. L. Blesh. Prostatic Enlargement. (Cancer Prostate.) 

J. L. C., aged 60, came to office May 15, 1920, complaining that for past year 
he has had frequent scanty and at times painful urination with occasional hematuria. 
Three weeks before consulting surgeon he had complete retention and was cath- 
eterized. Family history negative, except one sister died of cancer. 

Physical examination negative except for rectal, which showed a moderately 
large, somewhat fixed prostate. ; 

Residual urine, 4 oz. 

May 20th. Urinalysis: albumen small amount, R. B. C. occasional, pus 
abundant. Functional: First 15 m. 40%, second 15 m. 50°. 

Operation two stage. First step, May 21st. Suprapubic cystotomy—Pros- 
tate of moderate size but firmly fixed, bleeds easily. Second step, June 16th. 
Prostate impossible of enucleation. Section for microscope. Report, carcinoma. 

Returned August 27th for irradiation. Four needles inserted through supra- 
pubic opening into prostate. 50 m_g. in all of radium. Dose 1200 milligram 
hours. No immediate reaction. In 24 hours patient returned to his home. Will 
report later results. 

Dr. D. D. Paulus. Case of Purpura Hemorrhagica. 

Case No. 6386. Female, age 12. 

Briefly, the history and findings are as follows: Patient had usual diseases 
of childhood, except scarlet fever and diphtheria. Never has been sick otherwise. 
Never had rheumatism. Never had menstruated. 

Present trouble started three months age with feeling of weakness and easy 
fatigue. Appetite not very good. Nocough. At this time she noticed that slight 
bruise on leg left a marked black and blue spot for some time. Since then has had 
numerous subcutaneous hemorrhages under the skin involving arms, legs, and 
over parts of chest and back. Three weeks ago commenced to have oozing of 
blood from gums and has persisted up to present time. 

Physical examination shows fairly well nourished rather anemic young girl. 
Conjunctiva and mucous membranes pale. Teeth good condition. Gums bleeding. 
Posterior cervical glands, left side, palpable. Inguinal glands palpable. Otherwise 
glandular system negative. Heart borders normal. Soft systolic blow heard, best over 
fourth interspace on left side of sternum, also heard over apex, probably haemic 
murmur. Chest negative. Abdomen shows spleen easily palpable. Liver not 
palpable. Subcutaneous hemorrhage, under skin of arms, legs and right chest 
and back. Temperature has been running from normal to 100 daily. Pulse 110, 
easily compressible. Urine negative. Blood count, 3,120,000 reds. 17,000 
white, H. B. 45. Differential count, polys., 13. Smal! lymphocytes, 83. Large 
lymphocytes, 4. No transitional form. No lymphoblasts were seen and platelet 
count did not seem diminished. 

Question in the diagnosis im this case is, Is this a purpura hemorrhagica or an 
aleukemic form of lymphatic leukemia? In purpura hemorrhagica, the bleeding 
time is greatly prolonged and platelet count greatly decreased. Some few cases 
reported in the literature also showed marked diminution or complete absence of 
the polynuclear cells from the blood. The polynuclear count in this was only 13%. 
Could this case be put in this class, or is it a beginning lymphatic leukemia of the 
aleukemic form, where the white cell count is still low, and no evidence of lymphatic 
gland involvement except as noted in the history? No doubt a week or two will 
bring out other details in her case. 

In the meantime we shall use horse serum injection with calcium chloride or 
calcium lactate and if necessary transfuse her by the citrate method. I shall report 
further progress of this case at a future meeting. 
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OFFICIAL RETURNS ON THE CHIRO BILL. 
State Question No. 94, Referendum Petition No. 30. 


Yes No Yes No 
Adair 1167 801 Garheld. ; 7519 2747 
Alfalfa 2403 1931 Garvin. . 2514 2763 
Atoka. ... 1358 1584 Grady 3316 2984 
Beaver :; 1460 1349 Grant. 2959 2080 
Beckham : 3488 989 Greer 1774 918 
Blaine. . ak 2378 1525 Harmon 721 576 
Bryan. . 3016 2435 Harper 1122 805 
Caddo 4319 2939 Haskell 1205 1449 
Canadian 3480 2872 Hughes 1434 2509 
Carter 4150 2392 Jackson 2098 1560 
Cherokee 1256 1080 Jefferson 1643 1562 
Choctaw 1850 1477 Johnston 1188 1404 
Cimarron 617 385 Kay 4510 4642 
Cleveland. . 2243 1832 Kingfisher 2611 2138 
Coal. . ; 1804 1445 Kiowa 3127 1778 
Comanche. ' 3119 2696 Latimer. . 1457 777 
Cotton 1644 1782 LeFlore 283 2782 
Craig. . 2227 2154 Lincoln. . . 4522 2834 
Creek 6486 3986 Logan 3937 2387 
Custer 3726 1757 Love S14 1212 
Delaware 946 1229 McClain 1697 1424 
Dewey . 2024 1055 McCurtain 1873 1633 


a 1591 1182 McIntosh. 1668 1954 
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Yes No Yes No 
so hie Sanat 1872 1184 Pushmataha . ; 1181 818 
Marshall......... 1529 1001 Set 2545 1787 
| Sao 1624 1408 Roger Mills... .... 1607 775 
Murray...... es 1328 984 Seminole... ...... 1538 1347 
Muskogee....... 4565 4608 Sequoyah. .. 1345 1747 
Noble. . . 2422 1424 Stephens...... *, 2109 182] 
Nowata........ 1865 1462 Texas...... ce 1733 1070 
Okfuskee......... 1251 1216 a 2814 1179 
Oklahoma........ 16406 = =12285 Tulsa........ — 10654 8147 
Okmulgee......... 3951 3739 Wagoner...... vr 1221 1051 
EE Seo aG ig ibis 4020 3086 Washita.... rae 2986 1046 
NN os Si cieid 3388 3416 Washington. . . 2637 3703 
Pawnee........... 2508 2057 Woods. ...... ” 2626 1595 
., See oe 4859 2544 Woodward........ 1587 2111 
eee 4339 4055 — _—- 
Pontotoc... .. se 2008 2495 PUT AL: 3.2 <. 211,252 164,788 
Pottawatomie... . . 3546 3861 


THE JOURNAL’S NEW CLOTHES FOR 1921. 


With January, 1921, our Journal will appear in a new, enlarged, strange, 
and changed garb. This graduation into the class of first leaguers has long been 
urged upon our organization by experts in medical publications and their problems; 
the chief arguments being economy of handling, the same as to creation of adver- 
tising cuts, an item of no small proportions, as well as the many other and varied 
benefits coming from adoption of page size which has grown into standard accept- 
ance by the great majority of medical publications of the country. The cover 
page will be pure white, similar to the inside make-up; while the columns will be 
narrowed in order to make two to the page. Our advertisers in many respects 
will also benefit by this arrangement, as they will often find lodgment alongside 
certain classes of reading matter, thus coming more directly under the reader's eye. 


THE STATUS OF CHIROPRACTIC IN OKLAHOMA. 


Prior to the November elections a respectable number of letters of inquiry 
as to the status of Chiropractic, its amenability to legal control, suggestions, 
usually bearing the evidences, not of the slightest attempt to obtain the information 
at the writer’s elbow, but voicing his personal idea of what should be, not what 
was, the rule. To put the matter as it now appears to stand, answering such in- 
quiries by this means and to save pages of weary correspondence, our members 
are to understand that: 

Chiropractic never had any sort of legal status or recognition in Oklahoma or 
its antecedent territorial, tribal or Congressional acts, differing in this from the 
status of all other medical systems and that of the Osteopathic; the latter, up to 
this time, the only system of “drugless healing” accorded legal recognition. 

Senate Bill 111, written into our law books March, 1918, referred under the 
law by the Chiropractics, as they had a perfect right to so do, to the voters for final 
disposition, never applied, and now never will, as it was nullified by the votes of 
the majority at the polls November second. 

This leaves the matter precisely as it formerly stood. All the time-wasting, 
expensive, non-co-operative effort exacted ov er years of endeavor was swept aside. 
The attempt and intent to give this bizarre * ‘science’ a recognition identical with 
that accorded the osteopathic system in this and many other states; that is, repre- 
sentation on the board of examiners, requirement as to fundamental preparation, 
examination in his peculiarities of application of treatment by his own school mem- 
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her, seems not to have been relished by these assertive gentlemen, they seem to 
wish to ““gang”’ to themselves, really to acquire by any means of misrepresentation 
to the people voters, the widest flight of 1 imagination and dishonesty presents to 
them, the right to manufacture overnight, “doctors.” It may be expected they 
will now present themselves to the incoming legislature with their plea for a separate 
board of examiners and we will hear all over again the nauseas detail of claims 
veering from the absurd to the impossible and dishonest. 


AMBIGUITIES OF THE HARRISON ANTI-NARCOTIC LAW. 


The House of Delegates at the special meeting in Chicago, November 11 
and 12, adopted the following resolutions for the purpose of securing possible 
clarification of the uncertain terms of certain Supreme Court decisions, which have 
caused wide alteration and change of the generally accepted ideas heretofore 
prevailing on this vexatious matter. 


RESOLUTION ON HARRISON LAW. 


Whereas, the Harrison Narcotic Law provides that cocaine and the opiate 
drugs may be dispensed by a physician “in the course of his professional practice 
only,” and may be dispensed by a dealer on the “prescription” of a physician; and 

Whereas, the Supreme Court has decided that these provisions of the law do 
not permit the supplying of these drugs to habitual users under certain conditions, 
but has not defined the meaning of the words “course of professional practice” 
and “prescription,” as used in the law, with sufficient definiteness and precision 
to enable physicians to decide with certainty what acts are lawful and what are 
unlawful in dispensing and prescribing such drugs; and 

Whereas, it is desirable and important that the meaning of the law be made 
so clear that any physician dispensing or prescribing such drugs in any given case 
can know whether or not he is violating the law; and 

Whereas, a clear and concrete knowledge of the acts which constitute a viola- 
tion of the law will not only enable physicians to avoid its violation but will also 
materially aid in the enforcement of the law against those who abuse their profes- 
sional privileges: 

Resolved, that a special committee be appointed for the purpose of calling 
upon the Attorney General of the United States and conferring with him as to the 
practicability of obtaining decisions from the United States Supreme Court which 
will remove existing uncertainties as to the meaning and application of the provisions 
of the Harrison Law above referred to; and further 

Resolved that Drs, ——-, and ——, be and they hereby are designated 
as such committee and are hereby authorized and instructed to take the necessary 
steps to carry out the purpose of this resolution. . 





PERSONAL AND GENERAL NEWS 











Dr. J. R. Collins, Nowata, has located in Claremore. 

Dr. T. Fuller, Amber, has moved to Stonewall, Oklahoma. 

Dr. F. L. Hughson, Vinita, has moved to Breckenridge, Texas. 

Dr. and Mrs. J. P. Miller, Cheyenne, visited Texas points via automoblie in November. 

Dr. A. W. Clarkson, Valliant, so far, holds the high record as McCurtain County’s potato raiser. 

Dr. and Mrs. H. L. Daiby, Wilburton, have returned from a visit of many months to California 

Dr. J. M. Hanna, Aleck, narrowly escaped serious injury when his car turned over at a bridge 
head near Chickasha. 

Dr. and Mrs. L. J. Moorman, Oklahoma City, attended the meeting of the Southern Medical 
Association, Louisville, November 15-18th. 
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Drs. I. B. Oldham, W. Fite, H. T. Ballantine and Claude Thompson, of Muskogee, visited 
the Southern Medical act iy in November. 

Oklahoma Odd Fellows have decided to build two small hospitals, one at Checotah and one at 
Carmen, the buildings to cost about $12,590.00. 

Muskogee, Third District Nurses, November fifth, elected Miss Mottie Dodson, President, 
and Mrs. Hazel Henry, Secretary, for the ensuing year. 

Dr. R. H. Harper, Afton, returned in November from an extended hunting trip in New Mexico, 
The nimrod reports that he secured all the deer the New Mexican law permitted. 

Dr. Dick Lowry, Oklahoma City, had the extreme misfortune of striking an Oklahoma City 
pedestrian with his automobile recently, resulting in almost immediate death of the man, 

Dr. Clara F. Palmer, of McAlester, Okla., was in Washington, D. C., to attend the funeral of her 
husband, Ist Lieut. Thos. J. Palmer, 6th Sanitary train, who died in France, Oct. 28, 1918. Burial 
at Arlington Heights, Va., November 10, 1920. 

Dr. Roy D. Stone, Covington, narrowly escaped death from an explosion of gas which wrecked 
his office November 11th. The explosion occurred when Dr. Stone switched on an electric light in his 
room, the current apparently igniting escaped gas. The room was wrecked, the door blown off and 
to a distance of fifty feet from the building. Aside from many painful burns the doctor received a 
severe laceration of the forehead. 

Tulsa nurses and physicians have established a Nurses’ and Physicians’ Exchange, the function 
of the central office seeming to be to facilitate rapid transmission of messages calling for physicians and 
nurses. Wherever the physician goes, to the theater, social gathering, church, shop, or neighboring 
town, if he calls an exchange, notifying them of his address, he is soon reached. This plan has worked 
with remarkable success in other cities. 

Dr. Frank Harrison McGregor, Mangum, and Miss Mary Genevieve Tennery, Oklahoma City, 
were married in that city November fifteenth. They will be at home at Mangum after December 
first. The Journal feels especial pride in congratulating this couple upon the happiest event of their 
lives; for Dr. McGregor is literally one of the “King’s Own,” being the proud possessor of a Distinguished 
Service Cross, graciously bestowed upon him by the King of England, the cross bearing the inscription 
“Battle of the Marne,” where for ten days Lieutenant Frank H. McGregor, Medical Corps, M. C., 
U.S. A., attached to the British Forces, carried on, finally emerging with honor as practically the only 
survivor of his contingent. Mere words from us are inadequate in voicing our feeling of congratulation 
to him. 

Muskogee’s municipal circles, health officers, etc., are undergoing an extended conversation as 
to some practical solution for the care and treatment of narcotic addicts. Judge Fred S. Zick, of the 
City Court announcing that he is through sentencing these victims to long jail confinement, unless they 
are given modern treatment in keeping with modern ideas of humanitarianism, that they are ill people 
needing medical treatment rather than penal servitude. City Manager Harrison, it is said, does not 
favor a municipal treatment system, for the very obvious reason that Muskogee would be flooded with 
cases not properly her concern. That the state should do something more than regard these people 
merely as perverts and, as glib ignoramuses denominate them, “fiends,” goes without saying. Every 
person of experience appreciates that these people are ill, not criminals. 





DOCTOR CHARLES B. BALLARD. 


Dr. Charles B. Ballard, Pooleville, was found dead near that town October 24th, death 
said to have been due to pulmonary hemorrhage, and having occurred while the doctor was 
attending a call. He was found near his automobile, the engine of which was:still running. 
Dr. Ballard practiced medicine at Kingston and Mannsville for many years, lately moving to 
Pooleville. He is survived by a wife and six children, three sisters and four brothers, one of 
whom is Dr. A. E. Ballard, of Madill. Dr. Ballard was born in DeWitt County, Texas, in 1875. 
He was a graduate of the Medical Department of the Fort Worth University in 1905. For 
practically all his life he had been outstandingly active in church work, his affiliation being with 
the Methodists. Interment was made in Rose Hill Cemetery, Ardmore. 








MISCELLANEOUS 











REPORT OF OKLAHOMA STATE PUBLIC HEALTH CONFERENCE. 


A departure from the usual type of health gathering was the third annual Oklahoma State 
Public Health Conference held in Oklahoma City October 12th and 13th under the joint direction of 
the Oklahoma Tuberculosis Association and the State Department of Health. Realizing the importance 
of gaining the support of business and professional interests in the public health campaign, the first 
afternoon meeting was given over entirely to a business men’s health session. Addresses were delivered 
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by representative business men in the state on the relation of health to industry and the interest for 
the business man in the general health campaign. Chambers of Commerce, Rotary, Lions and Kiwanis 
Clubs sent official representatives to the conference and the united support of these organizations was 
assured in the state public health movement. 

Other sessions were devoted to questions of tuberculosis control and health legislation, public 
health nursing and child hygiene and county health problems. Among those who addressed the con- 
ference were Robert L. Owen, U. S. Senator for Oklahoma, who spoke of his efforts in behalf of securing 
a National Department of Health; Prof. M. P. Ravenal, President of the American Public Health As- 
sociation; Dr. S. J. Crumbine, State Health Officer of Kansas, and Dr. A. E. Peterson of the National 
Red Cross 

More than 250 persons attended the sessions and at the annual meeting of the Oklahoma Tuber- 
culosis Association, a resolution was passed calling for a change in the name of the Association to Okla- 
homa Public Health Association. Other resolutions called for increased appropriation for the State 
Health Department; $500,000 to complete and expand the State Tuberculosis Sanitoria and the creation 
of a Bureau of public health nursing in the State health department. 


THE TREATMENT OF SHOCK. 


That the surgeon has in Adrenalin a dependable means of combating shock has been known to 
the profession for a number of years. As long ago as 1909 Mummery and Symes announced their 
observations on the effects of Adrenalin upon the blood pressure and recommended its use by the slow 
and continuous injection of a very weak solution into a peripheral vein. They also found that the action 
of Adrenalin is enhanced by the coincidental administration of pituitrin, this procedure producing 
a more marked effect in shocked animals than in normal subjects. 

In our advertising section, under the title “Adrenalin in Medicine,” will be found a brief review 
of the plan of treating shock with highly diluted solutions of Adrenalin Chloride, by intravenous infusion 
and by “centripetal arterial transfusion,” after the method of Crile. 

This little essay is the third of a series of concise and informative papers published in this rather 
unconventional form by Parke, Davis & Co. We have no hesitation in commending these meritorious 
articles to the consideration of our readers. 


STATE VACCINES AND SERUMS. 
(By Dr. A. R. Lewis.) 

To prevent epidemics and for the purpose of safeguarding the health of the people of Oklahoma 
—particularly the poor and indigent who are unable to pay—the Staté Department of Health will 
keep on hand at all times a supply of vaccines, serums and anti-toxins. 

These will be kept at the State Laboratory where facilities are available for their preservation 
Care will be taken to see that the time limit does not run out on any of them; and, in a word, requests 
will be filled promptly and with serums that are in the best of condition. 

There will be a supply of anti-toxin for the treatment of diphtheria and tetanus. Vaccines for 
typhoid, small pox, anti-rabic, influenza, and pneumonia; and meningitis serum. 

Any of these, in one or more treatments, will be sent upon request to any doctor, druggist or 
county health officer in the state. Especially in cases of emergency will this service be of help to the 
physicians of the state. 

Though the State Health Department has been given funds for disease prevention in the State, 
yet this fund is insufficient to provide these preventive medicines free to every doctor. Only in cases 
where the patient is unable to pay, will the treatments be furnished free. In such cases, the name of 
the patient to whom the treatment is administered must be given at the time of application for the 
vaccine. 

Some contagious diseases, such as diphtheria and smallpox, spread with such rapidity that time 
becomes a very vital factor in their suppression. The State Department of Health has, therefore, 
planned this service to prevent epidemics and the spread of diseases over the state; and to co-operate 
with the physicians of Oklahoma in conserving the public health. 


A NEW DEPARTMENT. 

Beginning with the January issue, the Medical Review of Reviews, of New York, will inaugurate 
anew Department for the advancement of the science of Chemo-Therapy. 

In order to develop the theories as set forth by the various investigators who have thus far entered 
this held, we invite the co-operation of all physicians, chemists, bacteriologists and pharmacologists 
who are doing or contemplate doing work along these lines. 

It is our purpose to stimulate a more thorough fundamental knowledge of this subject, which 
so far 1s little known to a great number of practicing physicians. 

Believing Chemo-Therapy to be a rich field for the development of products of great therapeutic 
value, and that we have so far neglected to give it the importance that past researches would warrant, 
we are placing this department at the disposal of all those who may find an interest in the subject, as 
an open forum where contributions dealing with this science will be welcomed. 
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